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ABSTRACT 

This l»ok is intended to provide an information l>ase 
for policy and program planners developing collaborative interagency 
programs for children and youth with emotional and behavioral 
disorders (EBD). Its focus is on the multiagency planning and 
services required by such children and their families* Guidelines for 
program development are presented as well as program model Sr research 
data, and suggested resources. Chapter 1 presents a rationale for 
interagency services to EBD children and youth based on child and 
family demographics and the history of interagency services to this 
popoulation. In chapter 2 the EBD population is described in terras of 
their behavioral characteristics and the definitions used by various 
agencies and professional disciplines. Chapter 3 presents information 
regarding legislation, litigation, funding mechanisms, and advocacy 
issues affecting interagency collaboration. Chapter 4 describes the 
most prevalent conceptual models embraced by professionals who 
provide mental healtn and education services to EBD children and 
youth. Implementation strategies and issues are discussed in chapter 
5/ and the Jesired outcome and benefits of collaborative programs are 
highlighted in chapter 6. Chapter 7 contains descriptions of several 
existing models of interagency service delivery. Conclusions and 
recommendations are provided in chapter 8. Seven extensive appendices 
include: a Kentucky legislative bill; a list of 111 interagency 
resources; and various sample agreements, forms, annual reports, and 
models from Kentucky, Alaska, and California. (99 references) (DB) 



Integrating 
Services for 
Children and 
Youth with 
Emotional and 
Behavioral 
Disorders 

C Mkhael NeUon 
Ctmill A. Peamffl 




ERIC 



i 
1 



3 



Published by The Council 
(or Exceptional Children 



[E RIcI ^ ^ ^'^'^ Clearinghou^ 
on Handicapped and Gifted Children 



Libraxy of Congress Catalog Card Number 91-76774 
ISBN 0-86586-218-4 

A pitxiuct of the ERIC/05EP Sppcial Project, the ERIC Gearinghouse on 
Handicapped and Gifted Children 

Published in 1991 by The Council for Exceptional Children, 1920 
Association Drive, Reston, Virginia 22091-1589 
Stock No. P364 

This publication was prepared with funding from the VS. Dq>artn^t 
of Education, Office of Special Education Programs, contract no. 
RI88062007. Contractors undertaking such pro^s under gpvemment 
sponsorship are encouraged to expre^ freely their judgn^nnt in profes- 
sional aiKi technical natters. Prior to publication the manuscript was 
submitted for critical review and determination of professional compe 
tence. This publication has met such staikbirds* Points of view, however, 
do not necessarily represent the official view or opinions of either The 
Council for Exceptioral Children or the Department of Education. 

Printed in the United States of America 
10 987654321 



Contents 



Foreword v 

Acknowledgments xi 

About the Authors xiii 

Chapter 1 A Rationale fcH* Inten^ency Services 1 

Hi^orica] Bacl^^und 1 

The Needs of EBD Children and Their Families .... 5 

Chapter 2 Characteristks and Agoncy Definitions 9 

Characteristicsof EBD Children and Youth 9 

Definitions of the Population 11 

Chapter 3 Legislation, Litigation, Advocacy, and Funding 

Mechanisms 17 

Federal ami State Legislation 17 

Re^nse to Litigation 21 

Tlw National Special Education and Mental Health 

Coalition 22 

Grant Pn^ms and FuiKling Mechanisms 23 

FimdingBj^e for Kentucky IMPACT 25 

Chapter 4 Professional Roles and Conceptual Models 29 

Interagency Profiessional Roles 29 

CcMKqpti»l Models 30 

A System of Care 33 

Chapter 5 Implementation 39 

Strategies for Developing a System of Care 39 

Interagency Program Planning and Development . 48 

PrcMems and Barries 53 

PrcMem Solving 58 

Chapter6 Outeomes ami Bei^ts 65 

Desired Outcomes 65 

Deslgnii^ an Evaluation Plan 70 

Chapter? Model I^c^rams 73 

The Alaska Youth Initiative 73 

Kuegrass IMPACT 75 

The Ventura Model 78 

Chapters CtHidu^nsamlRecomn^ndations 81 

Appendix A House ffill 838, General Assembly, Commonwealth of 

Kentucky 87 

Appendix B Interagem^Resmirces 93 

Appendix C Bli^g^as IMPACT Memorandum of Agreement and 

Cmisait Form 109 

App^dixD Kentucky IMPACT Case Conference FOTmat 119 

Appendix E 1991 Annual Report on the Alaska Youth Initiative . 123 
Appendix F Bluegrass IMPACT, Accomplishim^nts to Date 149 

ERIC 5 ni 



Contents (Continued) 



Appendix G The Ventura Mcxlel 
References 



6 



Foreword 



This book provides an information base for policy and program planners 
interested in developing collaborative interagency programs for children 
and youth with enwtional and behavioral disorders <EBD). Its focus is on 
children and their families who are affected EBD to the extent that they 
require multiagency planning and services to meet their needs. We 
pn^sent considerations in planning and developii^ interagency pro- 
grams, as well as program nnodels, research data, and information 
concerning nrsources. Guidelines for program development also are 
provided. 

Thebookisofg/inizedintoeightchaptors.Chapter1present5aratiom^ 
for interagency services to EBD children and youth based on child and 
family demographics and the history of interagprny services to the 
population . In Chapter 2 the EBD population is described in terms of their 
behavioral cl^racteristics and the definitions used by various agOKies 
and professional disciplirK^. Chapter 3 presents information regarding 
legislationjitiga tion, funding nwchanisms, and ad vocacy issues af fee ti ng 
interagency collaboration. Chapter 4 describes the most prevalent con- 
ceptual nwdels embraced by professionals who provide services to 
children and youth with EBD in the menial health and education fields. 
Implementation strategies and issuer are presented in Chapter 5, and the 
desired outcontes and benefits of collaboratiw programs are highlighted 
in Chapter 6. Chapter 7 contains di^riptions of several existing models 
of interagency service delivery. Our conclusions "nd recommendations 
are provided in Chapter 8. The appendices include a list of resources. 

Interagency collaboration in providing for EBD children and their 
families is a new and unfamiliar activity for many professionals who are 
accustomed to working in the relatively isolated context of tlH^ir discipline 
and agency. Howeven eronomic factors, recent legislation, and the 
realization that such collaboration must occur if the needs of this 
population are to be met have provided the impetus for interagency 
programming. Moreover, the success of a few nxKiel projects (e.g., the 
Ventura Model; seepage 167) has demonstrated tl^t effective interagency 
collaboration is possible* 

Two problems exist with regard to serving the EBD population. The 
first is that historically, children with mental health needs have suffered 
from a lack of services in many schools and communities. The second is 
that services, where they are available, have been uncoordinated across 



agencies^ resulting in fragmentation and duplication of services^ thus 
co^ng families and taxpaycfs millions of dollars annually. Whether due 
to a lack of coordination, of fundii^ of puUic »][^rt or to a onnbinatton 
of tl^se variables with the unfortunate demographkrs tiiat dtaracterize 
AmericanchildrcnandyouthwtoaresusceptilrfetoseraementaliUi^ 
im)re social intervmtUms have failed thin have swcceded. 

Factors responsive for these problems include confusion about who 
these children and youth are, how many arc in reed of services, whose 
responsibility it is to provide these services, and what treatment strategies 
are most appropriate and effective. Mental health and social service 
agencies tend to target children ami youth who are defined as seriously 
emotionally disturbed (SED) and therefore wlw are at risk for restrictive, 
ouiof-community placements, such as psychiatric hospitalization. On 
the other hand, sc1kk>15 identify pupils as EBD in temis of tteir need for 
special education services. Interagency programs have targeted children 
and youth who arc at extreme risk for psychiatric hc^italization. 
However, we feel the needsof tl^?se individuals are best met in t!^ context 
of a network of community resource for children ami their families that 
address the full continuum of emotional ami behavioral disorders. 

Because of tlK? federal mandate to provide special edura lion and related 
services to EBD pupils, more data is available regarding the prevalence 
of such children in schwl as well as the public education programs 
available for them than for those who need or receive mental health 
services in their communities. However, it is widely recognized that 
sclK>ol-age children with EBD are among the nu>st umleridentified and 
underserved of all students with disabilities. Even compared with federal 
prevalence et^iimates that have been reduced over the years from 2% to 
12% of the school population (Kauffman, 1989), less than 1% of school 
children currently are identified and served under the EBD category or 
its equivalent (Nelson, Rutherford, Center, & Walker, 1991). Of all 
children placed in spcciai education programs, only 9% are identified as 
EBD, according to the U. S. Department of Education (1990). 

The actual prevalence of EBD am^>ng children and youth is difficult to 
determine because agrcerwnt regarding definition is lacking, the mea- 
surement of socioemotiun?! disturbances is difficult, ami the cost and 
practical obstacles involved in conducting epidemiological research 
concerning children's mental health are great (Stroul & Friednoan, 1986). 
Estimates of the prevalence of emotional and behavioral proWems in 
school ag^ populations range from 3 to iwarly 12%, deperrfing upon the 
criteria used. Authorities consider 3 to 6% as a realistic eslin^tc of the 
prevalence of school children who need special education and related 
services due to their emotional and behavioral disorders (Institute of 
Medicine, 1989). Using a criterion of "clinical maladjustment,"' Gould, 
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Wunsch-Hilz'g, and Dohrenwcnd (1981 ) ix viewed epidemiological stud- 
ies and cstinnated that tlvi preval«ioe among children was 1 1 .8%. 

Children identified as SED by the mental health system experience 
major deficits in the areas of self-care, interpersonal relation^ps, family 
life, self-direction, and education occasionGd by tlH*ir long-standing 
emotional disorders. Knitzcr (1982) estimated that Ae pevatence of 
children with SED is 5%, or 3 million children in the United States. This 
figure includes only those )vungsters who exhibit severe and persistent 
problems, whereas the 11.8% estimate includes all children with all 
degrees of emoHonal disturbances (Sht>ul & Friedman, 1986). The 
population of children ami ycHJth identified as SED by the mental health 
systemoverlapsconsidcrably with pupils labeled SED^ by the schools for 
educational purposes. We will use the term EBD to refier to the total 
population of children and youth affected by cnnotional and behavioral 
problems across the full continuum of sewrify. To be conastent with 
prevailing practices, when discussing children specifically targeted for 
mental health services because of their serious and chronic emotional 
problems, we will use thedesignation SED. (SeeChapter 2 fora discussion 
of population definition and characteristics.) 

Many factors have contributed to the underidentification of EBD 
children and the failure to serve them in schools and communities. 
Confusion about responsibility for related services and different defini- 
tions of EBD among states as well as differmt inter}»ictations of stale 
definitions by individual school districts have contributed to a wide 
variation in the number of EBD students identified and served among 
statesand school d islricts. In add i tion, the high costs of providing services 
needed by somwof thesepupils(e.g., residential treatment), the particular 
stigma associated with prc%>umed mental illness, and the protection 
afforded identified students from suspension and expulsion by schools 
have contributed to the reluctance of schools to identify and serve EBD 
pupils (Nelson et al., 1991; Friedman, 1985; Yell, 1989). 

Schools are extrranely hard pressed to provide services that meet the 
multiple and diverse needs of ^udents with EBD. Possibly nwre than for 
any other special education category, related services for this population 
are in short suf^ly. Developmental and medical services for pupils with 
mental retardation and related physical disabilities are guaranteed 
through federal legislation, but mental health funding at both federal and 
slate levels hasbeen perennially lacking, e^)ecially forchildren's services. 

1 The laM seHcnnJy emoiioiMlly disturbed (SED) was ado]>ted \n the Public Law 94-142 
definition of this population. Individual states may ise an alternate labd, as long as the label 
ami accompanying d^iniiion identify a similar pojnilation of students. At this writing, 14 
states use the SED label, the remainder having diosen an alternate designation (e.g.. 
emotimally handicapped, behaviorally disordered). (D. Roc, persmal ommunication. 
May, 1991.) 
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In part the failure to provide adequate financial support is due to the lack 
of advocacy on behalf of troubled children and youth by state and national 
groups^ as well as by parents (Knitzer, 1989). Moreover, much of the 
available funding has provided forp^hiatric hospitalization rathCTthan 
for outpatient or pcventive services (Ii«titute of Mcdidra, 1989). 
Collaboration among schools ami other agencies to serve EBD childrwi 
and youth are less comprehensive and less well developed than in the 
field of developmental or related disabiliHes (Knitzer, 1982; Knitzer, 
Stcinbei^ & Fleisch, 1990; Peacock Hill Working Group, 1991). 

In conununities as well as in schools, appropriate services for children 
and youth with EBD arc lacking. More tlan 20 years a^, tlw joint 
Commission on the Mental Health of Children (1969) observed that 
millions of children were not receiving mwdod mental hralth services. 
The Pi«adent's Commisaon on Mental Health (1978) echoed the Joint 
Commission's conclusion, finding that few communities provided tlw 
volume or continuum of programs necessary to meet chiWrKi's mental 
health needs. More recently, Knitzer (1982) reported that two-thirdsof all 
SED children do not receive the services they r«xd. Due to the lack of 
community-based programs and services, many others receive inappro- 
priate and often unnecessarily restrictive care, often in slate mental 
hospitals (Stroul & Friedman, 1986). TIk? isolaticm and fragmentation of 
service agencies also works against the implementation of appropriate 
programs for students with EBD (Friedman, Duchnowski, & Hemicrson, 
1989). Many students that schools identify as EBD have problen^* outside 
thecdiKational system that bring them into contact with nwntal health, 
juvenile justice, and other community agencies. The multiplicity of thrac 
students' problems and the number of agencies involved with them 
demand active collaboration of social agencies to nwunl necessary 
comprehensive interventions. Unfortunately, few models for this type of 
collaboration exist, and, in many cases, laws and policies actually deter, 
if not prohibit, their implementation (Peacock Hill WorkingCroup, 1991 ). 

The consequences of the bck of appropriate services for EBD children 
and youth are grim. In school, these pupils are significantly more likely 
than youth with learning disabilities to receive failing grades (Wagner & 
Shaver, 19C9). Over 40% of EBD students 14 years of age and older drop 
out of school, as opposed to only 35% who graduate with a diploma or 
certificate (U.S. Department of Education, 1990). In the first 6 years of the 
1980s, the psychiatric hospitalization of children increased more than 
400%; over 50,000 children were served in psychiatric ho^itals in 1986 
(Wdthom, 1988). Wagner (1989) found that nearly 50% of students who 
had been identified as EBD were arrested wilhin2ycars of leaving school. 
The failure to identify and provide cariy intervention services to EBD 
children and their families, and to develop a full continuum of care 
between the extremes of outpatient treatment and psychiatric hospital- 
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ization has resuitcd in a stag^ring loss of human potential. Moreover, it 
has cost taxpayers millions of dollars in terms of long-term institutional 
care for ad ul ts whose problems were not recognized or adequately treated 
when they were children. 
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1. A Rationale for 
Interagency Services 

Historical Background 

As previously mentioned, children and youth with EBD often require 
multiple services that involve several agencies^ including education, 
mental health, child welfare^ juvenite justice, and health. Hie Joint 
Commissaon on the Mental Health of Childrm (1969) and the President's 
Commission on Mental Health (1978) recomnr^nded that an integrated 
network of services be developed in communities to meet the needs of 
children and ymilh with SED. In its 1986 Annual Report to Congress, the 
U. 5. Departnnent of Education noted that this shictent population presents 
an extremely complex array of human service m!cds. These needs often 
go beyond special education and may include counseling, therapy, and 
residential treatment. Unless senncesarecoordira ted acrossagencic^ 
among profc^onals, the effectiveness of each component is jeopardized. 
This report further described the improvement of services to this 
population as a complex service delivery challenge because of the variety 
of services required ami the large number of agencies and providers 
involved. 

Despite wide^read recognition of these needs, the results of contem- 
porary efforts to establish comprehensive community-based services for 
both children and adults with EBD have been disappointing. The 
Community Mental Health Centers (CMHC) Act of 1963 allotted federal 
funds for the construction of comprdiensive community mental health 
centers. Subsequent legislation, enacted in \965, expanded federal 
support to cover CMHC operations. However, as Senator Edward 
Kennedy (1990, p. 1238) observes, ''despite 25 years of federal policy 
efforts, community-based treatment opportunities for the seriously 
n^tally ill are still largely inadequate.'" According to Kennedy (19%), 
tl^ last 4 decades have been a tinne of both hope and disap^intnKnt for 
the mentally ill and their families. Beginning in the 1950^, new develop- 
n^nts, including the introduction of psychotrophic drugs, therapeutic 
treatn^t communities, am) tl^ observation tt^t long-tmn institution- 
alization creates additional behavioral problems, brought wide^read 
consensus that confinement of the mentally ill should be replaced by a 
system of community care. As Pre»dent John F. Kennedy stated in his 
1963 State of the Union message, 'The abandonment of the mentally ill 
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to the grim mercy of cu^xiial institutions too often inflicts on them a 
needless cruelty which this nation shmild not endure^ (cited in Kennedy, 
1990. p.l238). However, despite the 1963 law and its 1965 amendments, 
ami a proliferation of CMHCs, the rwioval of patients from mental 
ho^tals wasnotmatel^fay thegrowthof theconvnunity-based system 
of care that President Kensuxiy envii^oned. Instead, the dein$titutk>na- 
lized mentally ill often faced a future of isolation, abandonment, and 
despair (Kennxly, 1990). 

As Bel^r (r>90) points out, mapr changes in public policy toward 
deinstitutionalization of children and youth l^ve less than desired 
effects. For example, the Juvenile Justice and Delinquency Prevention Act 
of 1974 povided for the deinstitutionalization of status of fendei^ setting 
an expectation few a concomitant increase in community-l^sed services. 
However, many of these children subsequently were diverted into the 
mental health system, where they were placed in psychiabic }K>5pitals. 
Public Law 96-272^ which was designed to stiengtlnm families so that 
children could ren^in in their homes, n^ultcd in a substantial shift of 
children from the foster care and child welfare system into the mental 
health system, again with no imrrease in community-based mental health 
services {Behar, 1990). 

Pallak (1990) observes that public policy regarding the mentally il! has 
been hampered by a combination of negative attitudes and events since 
the passage of Public Law 88-164, which provided federal support for 
the preparation of school pCTSonncl to work with EBD children. Many 
citizens still believe the stereotype of tin? mentally ill as either criminally 
insane or with intractable, unmanageable, and unpredictable diseases. 
The public tends to link nn^ntal illness with violence and to believe that 
mentally ill persons should be incarcerated for the protection of society. 
Meanwhile, most of the n^ntal health disciplines have concluded that 
long-term institutionalizaticm is part of the problem rather than the 
solution, ai^ that n^tal health services can best be delivered in 
community-based programs (Chamberlin & Rogers, 1990), Mental luyalth 
services have been shaped dramatically by developn^nts in the private 
health service and insurance sectors, and public programs such as 
Medicaid sharply limit the availability of even minimal services for the 
mentallyill(Pallak,1990).Pallakassertsthatseriousandchronicdisorde^ 
will almost certainly never be covered by private insurance companies. 

Public attitudes, policies, and programs for the mentally ill pttwide a 
context for analyzing and understanding tlw? plight of chikln?n and youth 
with EBD. In 1^ classic study of children with needs for mental iK^lth 
services in this country, Knitrer (1^) conclude that these children arc 
unclaimed by the public agencies responsible for serving them. Kmtzer 
(1984) also identified the extrcnw fragmentation of services and the 
consistent failuresof cx>nractions between agencies ascritical weaknesses 
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in the child mental h€?aUh system. Numerous studies (e.g., Knitzer, 1982)^ 
reports (e.g., U. S. Department of Ed uca tion, 1 986), and commis^ons (e.g.. 
Joint Commission on tlK? Mental Health of Children, 1969) t^ve identified 
a chronic pattern of problems associated with the system's response to 
tlK? increasing needs of EBD children and youth: 

• The failure to address the pint needs of children and their families 

• State policies and practices that hinder the coordination of care among 
the mental health, education, f ivenile justice, ai^ child welfare S3^tems 

• Limitations imposed by the local policies and practices of agencies 
serving children and families; and 

• Fiscal incentives that promote the most restrictive care. 

In te^iinwny l)efore the Subcommittee on the Handicapped of the 
Committee on Lalx>r aixi Hunwn Resources of the United States Senate, 
Fdmess (1^9) indicates thai most communities lack a range of appropri- 
ate community-based service options for children with EBD. Children are 
not alwa)^ served in the setting that best meets their needs. There is an 
over-reliance on residential care and a lack of day treatment services that 
would enable a child to remain in his or her community. Behar 0990) 
summarizes research demonstrating that 40 to 50% of children placed in 
psychiatric hosptals are being placed unnecessarily. Furthermore, the 
lack of family support and other ''midrangc services'* (Behar, 1990) — es- 
pecially in the areas of family counseling and therapy, day and respite 
care, and structured after school programs and recreation — ^means that 
families often are not able to keep their child at home, resulting in 
placements that may be nK>re restrictive than necessary. Indeed^ recent 
experience has confirmed that intensive community-l^sed services 
provided to tho child and family can minimize the need for residential 
treatment or hospitalization and that these restrictive treatnwnt settings 
are both overused and more expensive than services provided in 
communities (Behar, 1985, 1990; Friedman & Street, 1985; Knitzer, 1982; 
Stroul & Friedman, 1986; Weithom, 1988). 

The reasons why a comprehensive system of ccK)rdinated interagency 
services for EBD children and their families has not developed in this 
country are apparent, but the causes are far nwre difficult to rectify. 
Ot>stacles and barriers exist at the levels of federal and stat * legislation 
and policy, professional disciplines, and individual serv- :e agencies. At 
the federal level, the ateemre of a law mandating free a^'d appropriate 
mental health services to children and families, anak^us to tl^ law 
requiring schools to assume respoi^ibiltty for the education of students 
with disabilities, is a major barrier (Forr^?^ 1 ^9>* Public Law 99-660, the 
Comprehensive Mental Hesilth Service Act of 1^, mandates that ^tes 
plan and implement a comprehensive s^tem of conununity*based care 
for the seriously n^ntally ill. It authorizes federal grants to assist in the 
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planning effort and requires that federal technical assistance be provided 
to ^tes requesting it (Kenreniy, I 

However, other federal policies mitigate against effective state plan- 
ning. For exantpte. Medicaid rules ami regulations have not l>een adapted 
to the needs of the seriously mentally ill The enactment of the Reagan 
administration's Alcohol, Drug Abuse, ami Mental Health Block Grant 
in 1987, and the repeal of the Mental Health Sy^ms Act seemed to ^nify 
abdication of federal respon^lHlity for this population (Kennedy, 1990). 
Policies, as well as fiscal and other imx?nlives necessary to encourage 
coordination a^nong ^ate agemnies, are lacking in many states. Mental 
iK^althi, social sc-rv * os, education, juvenile justice, recreation, and voca- 
tional rehabilitation service systems are involved with EBD children and 
youth, but in most states there is no clear delineation of the roles and 
responsibilities of these different agencies, and differences exist in their 
interpretations and compliance with federal or state policies (Form?ss, 
1989). 

Another set of obstacles exist in the bureaucratic traditions separating 
services for adults and for children. Public Law 99-^^60 mandated state 
plans for mentally ill individuals, but contained no specific requirement 
regarding such services to children. Although the elenwnts necessaiy for 
providingservices to adults with mental illnessare fairly well understood, 
designing services for children prraents a greater challenge. Demonstra- 
tion pro jcctsundertheCommunily Support Program for adultshave been 
fumrtioning for a decade, but presets sponsored umJcr the analogous 
Child and Adolescent Service Sj^tem Program (CA^P) have a much 
shorter history. Also, funding the required case managenK?nt for CASSP 
projects appears to l>e a problem for certain states {Kennedy, 1990), 

Thestructure of service agenciesaiso worksagainst the implementation 
of appropriate community-based services for children and youth with 
EBD. Fomess (1989) dtes several ^ructural obstacles, including: (a) 
differences in di^nitions of target populations among agencies; (b) 
differences in eligibility requireniente and criteria; and (c) the need for 
confidentiality, which prevents tfie sirring of information and rcfmals 
between agencies. In addition, competition for clients aini funding, as 
well as agercy turf is^ies interfere with collaboration. Studies (Knitzer, 
1982; Friedman & Street, 1985; Stroul & Friedman, 1986) report little 
effective coordination or collaboration in thct planning, administration, 
financing, or deliveiy of servicesanK>ngmapr child $erviceag(^es.This 
lack of coordination leads to a fragnoented service delivery s)^tcm with 
gaps in services aixi inadequate case management. Di^erent ageiKy 
poKciesandmai^atesimpc^ifKontrista>tdefinit}ons,eligibiUtyr^ 
ments, funding mechanisms, and treatment modalities. These prd>lenr© 
are compounded by narrow definitioi^ of the roles of various n^tal 
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health disciplines, which further impede the integration of service 
capabilities (Ft^ness, 1989). 

The Needs of EBD ChUdren and Their Families 
Wides}m>ad pt»fesaona] agreiemcnt that many children and youth with 
EBD, as well as their families, require multiple services that involve 
several agencies and disciplines has been docunnnitcd previously. 
Deniogra{^cstudiesof chikJrcnand fan^lies ha vingmmtal l^lth needs 
im>vides further dramatic ju^fication for coordinated interagency 
services. The 1988 National Health Intenricw Survey of Child Health 
(Freibei^ 1991) rqx)rted that one in five American children has had a 
developmental, learning, or emotional problem. Such problems are twice 
as likely in children from disrupted families as in children from intact, 
t%vo-parent families. In this ajrvcy of 17,000 youngsters, the frequency of 
emotional or behavioral problems was 36% greater among males than 
females. Learning disabilities and emotional problems were somewhat 
more common anKmg children from low income and less well-educated 
families. Children from single-parent families and families with step- 
parents were two to three times more likely to have had emmional 
probkmns than those living with both biological parents. The prevalence 
of learning disabilities annong children in homes witlwut two natural 
parents also was higher, but less striking, while developnnental dela)^ 
varied liltk? 1^ family type. Freiberg (1991, p. 36) observes that "the 
alarmingly high prevakaiice of onotior^l . . . probkrms anwng today's 
children ami tlw observed relationship between family disruption and 
youthful problem behavior rdnforec publicconccmsabout theincreasing 
number of U.S. children who arc being raised in something other than 
harmonious two parent families." Elsewhere {Nelson & Pear«)n, in press) 
we Iwve summarized research showing that children and youth who arc 
identified as deliru|uent have family denwgraphics very similar to EBD 
children and adolescents. 

In the autlwrs' Iwme state of Kentucky, legislation mandating inter- 
a^ncy services for SED chikiren and tlwir fannilies recently has been 
passed. The implementation of these services includes a statewide plan 
for evaluating servkes to these children and families, whidi includes the 
collection of datei regarding demographic variables and the servkes 
received by clients. Data presently are available on 408 clients, longing 
in age from birth through 20. Demographic and risk factor data are 
reported in Table 1-1. These data clearly imiicatc that disruptive factors 
characterize many families of these children and youth, including 
poverty, divorce, and a history of mental illness, violence, and chemioil 
depcndciK^ in the family. Many of (hsse clients Yiave had previous 
psychiatric hospita]ization,havcbeenphysicallyand/or sexually abused, 
are discipline problems in sclvx>l (irarluding truancy), and achieve below 
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TABLE 1-1 

Kentucky IMPACT Pi^liminaiy Demographic and Risk Factor Data («=:408) 



Perctnlof 

FamayfSetfiing Risk Factors 

52.4% Family income below povaty level 

52.4% Divorce between natural parents 

30.0% Three or more siblings 

115% Adopted 

1 6.3% Parent psj^hialric hospitalization 

ia7% Parent convkted of fctony (current or previous) 

147% Siblings institutionalized (current or previous) 

1 7,2% Siblings in foster care 

37.8% History of family mental illness 

58.1% History of family violence 

48.1 % Histoiy of ftimily chemical dcpendemx? 

11. 2% Family unavailable for aftercare 

40.3% Negative peer influciKc 

CW/rf Risk factors 

59,6% Previous psychiatric JK>spitalizalion 

40.3% Physically abused (reported) 

36.3% Sexually abused (reported) 

15.7% Chronic runaway (greater than 3 prior attempts) 

20.6% Suicide att(»npt(5) 

29.0% Chronk school truamy 

69.6% Below grade-lewl school achievement 

8.7% Drug/alcohol dependency 

36.3% Frequent suspension/expulsion 

18.1 % CXhcr handicapping conditions (e.g., physical sensory) 

ChM Dangerousness 

4.8% Sexually abusive (adjudicated) 

1 .8% Previous felony conviction 

65. 1 % Dangprous to others (history of aggression / violence) 

41 .8% Dangerous to self (self-injurious) 

20.6% Rre-setting 
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Samx: Adapted from the prdlmiiwry report of the Kentucky IMPACT Evaluation Team, 
Robert niback. July 26, 1991 . Reprinted by permission. 

grade level acadenrically. In addition, the majority have a history of 
aggression or violence toward others, and nearly as many are self-injuri- 
ous. In an earlier sample of 143 clients, 74% were receiving services from 
the EJepartmenl of Social Services, 81 % wereclientsof community mental 
health centers, 67% were in spedal education, and 28% received services 
from the juvenile court system (lUback, 1991). 

Such data provide convincing evidence that SED children and their 
famiUes both need and use the services of multiple professions and 
agencies. But do they also suggest that these services should be commu- 
nity-based, rather than provided in institutional setting? The enormous 
cost of psychiatric hospitalization, iiwarceration in juvenile correctional 
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programs, or long-term re^dentia! treatment programs (Bchar, 1990; 
Jaa>bs, 1990) is ample justification for seeking treatment in less restrictive 
%ttings. The costs of reskkntial treatnwnt typically range from $30/XX} 
to $50,000 per chiW per year, extemiing to as much as $%,000 per year 
for out-of-state care (facobs, 1990). During 1989, 500 psychiatric hospital 
beds were used by SED childnm in Kentucky, at a cost to taxpayers of 36 
million dollars, or $72,000 per bed (Kentucky Cabinet for Human 
Resources, 19W). The average annual cost of incarcerating juvatiiles in 
this country was calculated at $29,600 per juvenile in 1989, with a range 
of $17,600 to over $78^00 (Allen-Hagen, 1991), Added to the costs of 
long-term institutionalization is tt^ of tax revenue from children who 
fail to become self-sufficient contributors to society. 

Tl^ historical policy of removing children from dysfunctional families 
has been replaced by a rational policy of family preservation, establi^iied 
by Public Law 96-272, the Adoption Assistance and Child Welfare Act of 
1980. This policy is supported by research demonstrating that attempts 
to treat children in artificial ^ttings haw been l«s effective than 
treatment designed to support the child's natural family (Allen, Goluh- 
ock,&C»son,1983}. 

Thus, community-based intervention for EBD children and youth ih 
supported by a variety of factors. Johnson (1989) summarized these as 
follows: 

• Pressures from clients, parents, and advocates 

• Economic pressures 

• Federal initiatives 

• The need to reduce or eliminate duplication of services 

• Continuing development of new and improved treatment strategies 

• The need for additional comprehensive services or redistribution of 
existing services 

• Inter/intraprofessional pressures based on the necJ for a)ntinuing 
education 

• Fragmented service delivery systems 

• Overlap in service definitions 

• Multiple himiing bases 

• Multiple planning bodies 

• Varying n¥>dels for service delivery 

In addition, achieving greater accessibility to services by clients is a 
pownf ul incentive for establishing community-based programs. Inter- 
affmy planners should cornjuct assessments of their states and the 
communities to be affected by proposed interagency promts in order to 
identify the specific problems that should be addrcssed. Specific guide- 
lines arc provided in Owpter 5. 
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2. Characteristics and 
Agency Definitions 



We have previously alluded to the wide range of behavioral characteris- 
tics displayed hy children and youth with EBD, as well as to the 
considerable variability anrong prevalence estimates and the differences 
anwng agencies in terms of how tlury are defined. Both the subjectivity 
and an^iguity of identifying this population have contributed to 
disagreements about who tl¥?se children are, how nviny rK?cd services, 
a nd what kind s of services they require (Kauff man, 1 989). Here we discuss 
the characteristics of children identified as EBD and present definitions 
from several disciplinary perspectives. Population characteristics and 
definition exert a ma jor influence on the eligibility requirements imposed 
by different agencies for their services- Thus, knowledge of the charac- 
teristics of the EBD population, as well as of definitions and classification 
schemes used by various disciplines, will help interagency planners 
achieve consensus about who they will target for services. 

Characteristics of EBD Children and Youth 

Recent federal and state legislation has provided strong encouragement 
for schools to establish preschool programs for children in the 3- to 
5-year-old age group. Public Law 99-457 targeted the extension of early 
school-based intervention for children with disabilities from birth to 2 
years of age by 1991, although states have been allowed to extend this 
implementation d^te. Furthermore, sch(x>l provides a common and 
important social environment for all children in our society. For these 
reasons, it is useful to describe the behavioral characteristics of EBD 
children and youth in terms of their ad justmenls to the school's academic 
and social expectations* 

Professionals generally concur that children's emotional and behav- 
ioral disorders may be described as acting out (externalizing) or social 
withdrawal (internalizing) (CJuay, 1986; Walker & Fabrc, 1987). Further- 
more, as Walker and Bullis (1991) luve observed, school children must 
make two primary adjustnrHmts in school. Ore involves adjuring to the 
behavioral cxpectationsand demai^isof fiK^ teacher in theclas^oom,and 
iiKludes obedience to classroom rules, attending to task, completing 
assigned work, and exhibiting other skills valued by teachers. These 
behaviors have been termed "school survival skills" and appear consis- 
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TABLE 2-1 

Intemlatiofisliips of Bipolar Behavior Patterns and School Adjustment Types 



Patterns 



Types of Adjustment 

Peer Related 



ExiermUizing 



Bdiavior 

Intermdizing 



• Acting out, noiKompli- 
antb^avior 

• Teacher defiance 

• Behavioral excesses 

• Lowi^hiewmcnt 

• Disruption of clawroom 
ecology 

• High probability of re- 
ferral 

• Resistant to social influ- 
cncc tactics 



• Variable peer status 

some acceptance 
some rc^tion 

• Failure to use social 
skills that support posi- 
tive peer interactions 

• High levels of social en- 
gagement 

• High levels of nega- 
tive/aggressive social 
behavior 



High levels of appropri- 
ate classroom behavior 
Nonassertiw t>eha vior 
patterns 

Problems with self 

> Performance deficits 

> LowjKrhievement 

* Low probability of refer- 
ral 



• Neglected or rejected 
peer status 

• Low levels of participa- 
tion in peer controlled 
activities 

• Social isolation and 
withdrawal 

• Low levels of negative 
social t>ehavior 



Sourte: From "Behavior disorders In the sodal context erf rc^hr class integiatitm: A 
conceptual dilemma" by H. M. Walkea- and M. Bullis (1991), In J. W. Uoyd, N. N. Sngh, & 
A. C Repp (Eds ), The Regular Eduction Initiative: Alttrmiive Perspectives on Concepts, Issues, 
and McHiels, (p. 82). Sycamore, IL: Sycamore Prcs». Reprinted by permission. 



tcntly in studies of teacher behavioral standards and expectations (Cobb, 
1972; Kerr & Zigmond, 1984; Kerr, Zign\ond, Schaeffcr, & Brown, 1986; 
McConnell et al., 1 984; Walker & Rankin, 1983). Children also n>ust adjust 
to the expectations and belwivioi^ of peers in settings whcrc social 
interactions occur (e.g., free play settings). Here, children must learn 
appropriate play behaviors and develop friendship patterns (Walker & 
Bullis, 1991). 

Walker and his colleagues have studied the behavior patterns of pupils 
with externalizing and internalizing behavior patterns in terms of their 
adjustntents to teacher expectations and the demands of peer socializa- 
tion. These characteristics are presented in Table 2-1 . As this table reveals, 
externalizing children exhibit high levels of behaviors that conflict with 
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teacher's expectattons and stamiards. On the oth^ ham!^ IhcHlr pccr-rEv 
Uitcd adjustment Is cli^racteriml 1^ much greater variabiKty in social 
status and tiehavion For exam|:dc^ tl^ peer sxKnk^metric status of these 
pupils is likely to be quite variable, and tlwy tond to display hi^ levels 
of imckil engagement, Init much of this behavior is in the form of negative 
or aggressiveinteractions ^h as fighting, teasing, etc. On theother hami, 
internalizing childnm tend to dis]:^y few behaviors that place thwn in 
conflict with their teachers but (hey have conastently low levels of social 
status or inter^ons with peers. TT^ absence of Tiigh visibility^ 
problenos in adjusting to teaci^r standards and expectations seen^ to 
account for the di^roporticmate identiBcation of acting-cut children as 
EBD in school (Kerr & Ndson, 1989). Another factor is the difficulty of 
identifyii^ subcategories, sudi as anxious-withdrawn, social isolation, 
and lack of social competence, that fall under interralizing disorders 
(Kauffman, 1989), 

In family and community settings, children exhibiting externalizing 
behavior disorders also arc more lik Jy to be in conflict with adults and 
other chiMren. For example, Patterson, Reid, Jones, & Conger (1975) 
found that aggressive children displayed significantly higher rates of 14 
noxious behaviors at hanw compared with nonaggre^ive peers Hk^sc 
behaviors include disapproval, m?gativism, m>ncomplidm:e, teasing, 
>t?lling, m^ative physical ^tivity, destruction of property, crying, 
whining, humiiiatingot}H?rs, high ratesof motor activity,i$suingcocrdve 
statements, requesting assignee with tasks they could aax)mplish 
independently, and igno .ng-Referralsforcommunityservicesof young- 
sters exhibiting these beJ^vior patterns is higher than referrals of 
withdrawn children (Walker & Fabre, 1987). In addition, children with 
acting-out patterns of social deviance are more likely to exhibit law-vio- 
lating behaviors that lead to their identification as socially maladjusted 
or delinquent and tJK*ir divci^ion to the juvenile Jus^io? system. Youths 
with chronic patterns of antisocial and delinquent behavior are less likely 
to renwin in community settings (Nelson & Pearson^ in press). 

Definitions of the Population 

Kiwwledge of tte characteristics of children and youth with EBD is useful 
for identifying individuals wlw mmf be eligible for services. However, for 
services to be ddivered, individuals mu^ fii^ nuxt the criteria for 
identification as clients of the: agemy whose services are being requested . 
In order to do this, llKrir tx?havioral traits or characteristics must fit the 
definitiorKs) of the population(s) served by that agency. Agemy defini- 
tions of EBD children ^merally fall under one of two categories: those 
used by tl^ educational ^^em and timse used by community human 
service providers. Educational definitions differ from state to state, but 

9Q 



22 / httegrating Stances 



arc based on the definition of SED in the rules and regulations of the 
Education of the Handicapped Act of 1975 (Public Uiv 94-142). 
"Seriously emotionally di^rbcd" is defimid as follows: 

(i) The torn means a comiition exhibiting one or more of tlw 
following characteristics over a long period of time and to a 
marked degree, which adversely affects cducatioiwl j^or- 
mance: 

(A) An inability to learn which cannot bo explained by intellec- 
tual, sensoiy, or health factcw^; 

(B) An inability to build or maintain satisfactory interpersonal 
relationships with peers or teachers; 

(C) Inappropriate typos of bclwvior or feelings under normal 
circumstances; 

(D) A general, pervasive mood of unhappincss or depression; 
or 

(E) A tendency to develop physical symptoms or fears associ- 
ated with personal or school problems. 

(ii) The term includes children who are schizophrenic or autistic . 
The term does not include children wIk) arc socially malad- 
justed, unless it is determined tlwl they are seriously emotion- 
ally distuibed. (45 C.F.R. 121a5lbl {81 119781). 

Widespread professional criticism has been voiced regarding this 
definition, primarily on tlw grounds of its ambiguity arwl its failure to 
discriminate effectively between students with disabilities and their 
nondisabled peers (Kauffman, 1 m9; Executive Committee of the Council 
for (3iildrcn with Behavioral Disorders, 1987). As previously discussed, 
the appropriateness of the clause exdud ing socially maladjusted children 
has been questioned (Council for Children with Behavioral Disorders, 
1990; Nelson et al., 1991 ). And, as we mentioned before, states are free to 
adopt their own definitions (and label) for this population as long as an 
equivalent group of pufMIs to those described in the federal definition is 
idcntified.Howcver,so much variation cxi^samongstatedefinitionsand 

local identification procedures that wlwther students arc identified as 
EBD fOT ^Tecial education services to some extent deperals upon wherc 
they live (Executive Committee of the Council for Children with 
Behavioral Disoitiers, 1987). 

Concerns about tlw suitability of this definition have led to political 
support for an alternate label and definition. TTh; definition presented in 
Table 2-2 was passed by the Delegate Assembly of the Council for 

i The Natiraw! Sodely for Autistic Qlizens mKceBsfully lobbied to have autism removoi 
from the federal de^iion of SED. Until recenUy, it was induded as a oonditicMi in theOther 
Health Impaired category. Public Law 101-476 authorized tlw creatim of autism as a 
O sci»rateciteg(vy of disability. fy ^ 
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TABLE 2-2 

Fmpimtd New VS. Federal Definition of EBD 

Emmkmalor Behavfora! Disorder (EBD) re^ to a condition in which 
behavioral or cmcrtional respcmses of an individual in school are so diffo^t 
from his or her ganetally accc^»ted, age^min^ridtc;, ethnic, or cultural norms 
that they ^ vers^y affect ediKational polbrmance in stsch ams as setf<are; 
social rdattonships, personal adjustment, academic fm^ress, cla^room 
behavior, or work adjustment. 

* is nmt^t}^ a tranident, expected response to stressors in the child's 
or youth's environmoit and would persist evi»i with individuaiizod 
interventions, such as feedbKk to tlw individual consultation with 
paitnits or fomilies^ and /or modifications of the educational envin>nment. 

* The eljgiiTility decision must be based on multipte »uroc5 c4 data about 
the individual's behavioral or em^Hional functioning. must be 
exhibited in at least two different settings, at least one ctf which is school* 
related. 

* EBD can co<»xist with other handicapping conditions, as ddFined 
elsewhere in this law. 

* This category may include children or youth with schizophrenia, affective 
disorders, anxiety disorders, or with other sustained disturbances of 
conduct, attention, or adjustment. 



Exceptional Children (CEC) (1991) as proposed by the Definition Task 
Fdrceof the Mental Health and Special Education Coalition and nK>di (ied 
the CEC Advocacy and Ck>vmimenta! Relations Committee. It i$ ck?ar 
that the proposed ctefinition focuses more on the process of identification 
than on the specific content of the imiividual's behavior. Alt}K)ugh it 
includes sonne redundant phra^ng (i.e.^ inclusion of schizophrenia, 
affective disorders^ anxH?ty disorders, or other sustained disfturt>ances of 
conduct, attention, or ad justment), tl^se labelsclearly indicate that pupils 
with DSM-III-R diagnoses (see below) may be eligible for ^xxrial 
education and related services. Moreover, this definition does not contain 
a cbuse excluding socially maladju^ed pupils. 

Agencies providing human services, including conrmnunity mental 
health centers, social service agemric^, readential trratment centers, and 
psychiatric Iwspitals, t^ to rely upon tlK? American Psychiatric 
A^XKiation's Dk^nastk and Stotistiad Manuai, (IS^T) for determining 
client eligibility ami for assi^ng diagnostic cla^fications. In these 
oienta] health definitiims, client eligibility for s^vices is based on 
assignment to a dkigrmtic category by a dinidan. Two sete of categoiles 
may be used in assigning a diagnosis to a child or j^uth. TYie first set 
coroists of disorders usually first evident during infancy, childlKXxi, or 
adolescence, and is presented in Table 2-3. Tl^ clinician conskiCTs these 
categories first; if m appopriatediagnosis is found here, a diagnosis may 
be considered from the adult sections of DSM-III-R. 
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TABLE 2-3 

DiMnoBtic Catches of DSM-IU^R for Disorders UsuaUy Hrat EvidenI In 
lirf ancy, ChiMhood, or AdolescCTCC 

I DEVELOPMENTALDISORDERS 

A. Mental Itetafdation 

1 . Mild mental retardation 

2. Kfoderate n^tal rstardation 

3. Severe mental retardation 

4. ProfbumJ n^tal retardatmn 

5. Unspecified mental retardation 

B, ftwasivB Developncntal Disorders 

1 . Autistk disorder 

2. Pervasive developmental disorder not otherwise specified 

C. Specific Developmental Disorders 

1 . Acadcmte sHU disorders 

a. I>!vi4opn^tal arithmetic disorder 

b. DcvelopmOTtal expnssive writing disorder 

c. Devdopmcntal reading disorder 

2. Language and speech disorders 

a. Developmental articulation disorder 

b. Devrfopmental expressive language disorder 

c. Developmental receptive language disorder 

3. Motor skill disorder 

a. Developmental ax>rdination disorder 

D, Other Developmental DisordCTS 

1 , Dcwlopmcntal disorder not otherwise specified 
II. DlSRUm VE BEHAVIOR DISORDERS 

A. Attention-Deficit Hyperactivity Disorder (ADHD) 

B. CondtKt CKsorder 

1. Group type 

2. Solitary aggressive type 

3. Undifferentiated type 

C. Oppositional Defiant Disorder 

III ANXIETYDISORDERSOFCHILDHOODOR ADOLESCENCE 

A. Separation Anxiety Disorder 

B. Avoidant Disorder of Childhood or Adolescence 

C. Overanxiow disorder 

IV. EATING DISORDERS 

A. Anorexia Nervosa 

B. Bulimia Nervosa 

C. Pica 

D. Rumination Disorder of Infancy 

E. Eating Disorder Not Otherwise Specified 

V. GENDER IDENTITY DISORDERS 

A. Genda^ Identity Disorder of Childhood 

B. Transsexual!^ 

C. Gender Identity Disorder of Adolescence or Adulthood, 
Nontranssexual Type {GIDA ANT) 

D. Gender Disorders NiH Otherwise Specified 

VI. TIC DISORDERS 

A. Tourette's Disorder 

B. Chronfc Motor or Vocal Tic EHsorder 

C. Transient Tic Disorder . 
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TABl£ 2-3 (continu ^) 
Di^oslic CMcgwrim of DSM*Jn*R fw Disorders Usually Hi^ Evident in 
Infancy, Qdldhoad, or Adcdescence 



D. Tic Disorder Not CXherwise &)ecificd 
VII. EUMINATIONDiSCXtDERS 

A. Fumrlional&Kopresis 

B, Functional Enurrais 

VIIL SPEECH DISORDERS NOT CLASSIHED ELSEWHERE 

A. Cluttering 

B, buttering 

IX. OTHER DISORDERSOF INFANCY, CHILDHOOD, OR ADOLESCENCE 

A. Elective Mutism 

B. IdeiUityrMwnifiT 

C. Reactive Attachment Disonler of Infancy or Early Childhood 

D. Stereotype/Hid^it [XsonlQ- 

£. Undifferentiated Attention-DdicUDisonicr 

Saurot: frtm Characferistks ofBefmvwr Dbardm ofChUiren 97^ Youth, 44h ed. (pp. 124-125} 
by J. M. Kauffman, 1 W Cdumbus, OH: MerriU. Copyright 1989 \^ Maonillan. Refuted 
by pennissim. 

Adult diagnostic categoric^ that are most often assigned to children or 
youth include the following: 

• Oiganic mental disorders 

" Psychoactive substaiKe use disorders 

• Schizophrenia 

• Mood disorders 

• Schizt^hrenifomn disorder 

• Sexual disorders 

• Adjustment disorder 

• Psychological factors affecting physical condition 

• Personality disorders (Kauffman, 1989^ p, 123). 

Each specific diagnose category in DSM-iI!-R includes a description 
of symptoms and a discussion of other diagnostic indicators. The 
DSM-in-R clas^ficdtion system 1^ been criticized as unreliable for 
children's disorders (Dunu>nt, 198^ as well as for being tcx> specific to 
account for many cases (Kauffman, 1989), Alt)u)ugh it is used to defii^ 
EBD in some states for educational ]:nirposes, psycluatrk: clarification 
has little relevance for behavior management or classroom instruction 
(Kduffman,1989). 

Given that education and n^mtal health systems use different classifi- 
cation sdwnru?s to describe children being served by both sy^ms (Quay, 
1989), it is likely that agencies planning coordinated s^vices fcwr c3iildren 
and youth with EBD will fiK^e some conflict regarding definition of tin? 
population. However, if planners and policymakers approach this task 
with tl^ recognition that services should be driven 1^ client's i^eds, and 
that definitions are a mains of establishing tt^se needs, resolution should 
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be possible* For example, KoittKrky a<k>pted a deBniHon of diildren or 
youth with severe emotional prdbl^ns for the purposes of its statewide 
SED deliveiy system (House Bill 838). This definition incltides the 
following criteria: 

• Under the age of 18, or under 22 ami receiving services prior to the age 
of 18 that must be continued within the S)^tem of care of maximum 
tterapeutic lx*nefit* 

• Must have sul>stantial limitations of mapr life acti\ittcs in at least two 
of the following: 

• Selfore 

• Interpersoral relationships 

• Family life 

• Self-direction 

• Education 

• A primary DSM-III-R Axis 1 or II psychiatric diagnosis, unless the 
diagnosis is solely chemical dependa>cy, mental retardation, or devel- 
opmental delay. 

• Severe disability for duration of 1 year or nwre or judged by a qualified 
mental health professional to be at high risk to continue for 1 year or 
more without intervention* 

• Special service need in two or more agencies or systems at the same time, 
requiring multiagcmry cooidination and treatment planning. 

The definition has been worded to include the paran^crs for identi- 
fying SED children ami youth contairad in the fed^al CASSP initiative 
(Stroul & Friedman, 1986). Although this definition leflects a predomi- 
nantly mental health perspective, the educational s^em retains its own 
definition of EBD for special education and related services. As mentioned 
earlier, many of the children and youQx identified under the state 
definition are receiving special education services in the schools. 
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3. Legislation, 

Litigation, Advocacy, 
and Funding 
Mechanisms 

Federal and state legislation, as wdl as litigation involving services to 
children and the advocacy of political groups provide authorization and 
impetus for interagency service delivery, wherras federal, state, and 
private agencies and programs arc sources of funding for planning and 
implementation of promts. Thus, an understanding of relevant laws, 
responses to litigation, actions of advocacy groups grant progranv, and 
fureiing opportunities may facilitate interagency program development. 

Federal and State Legislation 

Chapter I examii^ historical background factors and highlighted prior 
legislation. Here we focus on recent legislation that enables the creation 
of interagency comirunity-based services for EBD children and their 
families. However, we wish to note that legislative efforts in the past 
decade establishedapublicdiiT^tcfavoringaretumtocommunity-bascd 
human services. Specifically, Public Law %-272, the Adoption Amend- 
ments and Child Welfare Act of 1980, established a federal priority on 
intensified programs to support families (as opposed to the creation of 
altai>atives to natural family living environments). This priority was 
based on the observation that expensive alternative treatment programs 
have been no more miccessful, ami often less so, than programs that 
support tlw natural families of targeted children (L. C. Wolfe, personal 
communication, February, 1991). Two amendments of the Education of 
the Handicaj^ Act (EHA) extended the thrust of Public Law 94-142 
consideraWy. Public Law 98-199, the EHA Reauthorization of 1983, 
established prioritiescnreUtcd servicesand a focuscHi parentsof childroi 
with disabilities. The l^amendments (Public Law 99-457) added a state 
formula grant program to assi^ in the provision of early intervention 
sovices for infants and toddlers with disabilities and their fomilies 
(Thomas & Bunsen, 1990). Furtl^rnwre, this law establis)^ transition as 
a priority area. Attempts to implement ^tematic tranation procedures 
for shidents %vith disabilities increased the need for interagency commu- 
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nication and collaboration where previously there had been none (Edgar, 
Webb,&Maddox,19f»7). 

In 1984 Congress funded an initiative to demonstrate the development 
of better functioning service systems for children and youth with mental 
health prt*lems. This effort led the National Institute of Mental Health 
tocrcate CASSP.TheCASSPprogram supports states in the developn^ent 

of inlerageiKy efforts to improve the syslents undo* which the most 
troubled children and adolescents receive services (Stroul & Friedman, 
1986). 

Title V of Public Uw 99-660, enHtled "Slate Comprehensive Mental 
Health Service Plans* established the mandate necessaiy to direct 
planners and policymakers toward community-based interagency ser- 
vices for individuals affected by mental illness. This bUl requires that 
stales develop a balanced system of care that encompasses a full range of 
community-based service options for adults with mental illness. How- 
ever, states and communities have nxjved toward the creation of similar 
systems for children and adolescents with SED and their families 
(Departmcntof Health and HumanScrvices, Public Health Service,1991). 

Further, as we mentioned above, the legislation authorized federal grants 
toassist in planning such programs and made federal technical assistance 
availabto to states requesting such services. Its most recent amendments 
(Public Law 101-639) mandate state plans for SED children as well. Public 
Law 99-660 and its amendments, as well as the Public Health Service Act 
and ilsamendments (Public Uw 101-93), havebcen the major foundation 
of the CASSP Research and Demonstration Projects (see below). 

LegislaHon currently is being considered by both the House (House of 
RepresentaHves 497) and Senate (Senate Bill 924) to create a new federal 
grant program focuang exclusively on the needs of childrcn with serious 
emotional, behavioral, or mental disorders. If enacted, this legislation, 
'TTieChiWren'sand Communities' Mental HeallhSystems Improvement 
Act of 1991," will provide 100 million dollars in block grants in fiscal year 
1992 (and up to 300 million dollars in 1994) to enable states to develop 
local systems of care through collaborative efforts of mental health, child 
welfare,education,and olherappropriateagendes.States would provide 
a broad range of services for children under the age of 21. Each client 
would have an individualized service plan and a designated case 
manager (S. Fbmess, personal communication, July, ]99\;legishtive Alert, 
May 3, 1991). 

A number of slates have responded to federal government's c&W for 
statewideplans forSEDchiWren and youth. Some states have anticipated 
the mandate for such plans by passing legislation requiring children's 
services. For example, Kentucky has developed a program called Ken- 
tucky IMPACT (Interagency Mobilization for Progress in Adolescent and 
Children's Treatment). This program was enabled by state legislaHon 
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(Hcnise Bill 838, 1990) Aat mandatra interagency planning for cxrnimu- 
nity-^iased services to childnni and youth defined osSED in the state plan. 
The legislation created a State Interagency Couiral (SIAC) for Services to 
EnK>tionally Disturbed Ouldren, compmed of theadnrinistrators of state 
human resource agencies. Also created were Regional Interag^Ky 
Councils (RIACs), con^x>sed erf regional administrators in each area 
development district and mafor metropolitan center. The SIAC reviews 
the need for services to SED children and adolescents and tin* delivery of 
t!u>se services; makes recomnwndatk>ns to the govenwr and state 
legislature; advises, supervises^ and evaluates tie RIACs; develc^ 
interagency agreements as ne^ssaty; and creates service programs to 
HKct the needs of SED children. Each RIAC perfonm similar functions 
on the regional level. In addition, RIACs review children's case historic?s 
and coordinate services, ^vise the SIAC regarding tte ddivery of 
services within the region, and refers those children who cannot be served 
within the region to tite SIAC. A copy of House Bill 838 is included as 
Appendix A- (See page 87.) 

Kentucky also enacted legislation that initiated a major reform in the 
state's public education system* House Bill 940, the Kentucky Education 
Reform Act (KERA) of 1990, include two mandated programs that have 
major implications for interagency services. First, it establi^es Family 
Resource Centers, to be located in or near «^ch elementary school in which 
20% of more of the student body are eligible for free school meals. The 
plan developed for Family Resource Centers will promote the identifica- 
tion and coordination of existing resource and will include, but not be 
limited to, the following services: 

• Full-time presclrool child care for 2- and 3-yrar-olds 

• After school child care for children 4 through 12 years of age 

• Full-time child care for children ages 4 through 12 yeai^ old during the 
summer and on other days when school is not in se^ion 

• Families in Training (an int^ratcd approach to home visits, group 
meetings, and monitoring of child development for new and expectant 
parents) 

• Parent and Child Education (PACE) 

• Support and training for child day care providers 

• H^th services, referral to health services, or both 

Second, House Bill 940 establishes Youth Service Centers in or near 
each sctK>ol sOTving children arei youth age 12 ai^ older in which 20% or 
more of the student body are eligible for free school nwals. The plan for 
these centers will promote the identification and coordination of existing 
resources and will include, but not be limited to, the following services: 

• Referrals to health and social services 

• Employment counseling, training, and placement 

• SumwKjr and part-time pb devek^Tment 
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• Drug and alcohol abuse oninseling 

• Fanuly ai^s and mental l^lth counseling 

The KEKA specifies that a S-year implementation jrfan be de^^loped, 
withoi^fourthoftheFamilyResouit^CentersandYouthSeiviceC^ 
to be developed by June 30, 1992, and the nunitor of centers increasing 
by one fourth each year tlK^^f tcs*. Nine million dollars has been set aside 
in the 1992 fiscal year to fund proposals received by sct¥)ol districts. 

These centers will address the needs of many children and ymith at risk 
for developing EBD, and their families. Moreowr, they will be a vehicte 
for interagency planning and service delivery. SiiKe the majority of 
children are in school on any given wedk day, locating interagency 
activities in or close to schools is both logical and functional. 

The most recent amendn^t of the EHA, the Individuals with 
Disabilities Education Act (IDEA) of 1990 (Public Law 101^76), inaugu- 
rated a nun4>er of important changes in this landmark legislation. Those 
that have the nrw^t direct implications for community-based interagency 
programming for EBD children and youth include: (a) the creation of 
autism as a separate category of disability; (b) the addition of rehabilita- 
tion counseling and social work services as related services in the law; (c) 
the addition of a definition of trar^tion senaces to students' po5t-schcK>l 
environments, and; (d) tl^ introduction of the concept of multiple 
transitions^ in recognition tl^t children with disabilities may face many 
such transitions during their school years (e.g., from medical care to 
special education, between residential and community-based place- 
ments). When promul^ted by changes in the f;?deral regulations and 
subsequent alterations in the priorities of fiederal funding a^mdes (e.g., 
the Office of Special Education Programs) these modifications will 
pro'^de strongs support for ^xcial education programs that have 
functional links to community services. 

An even more important provi^on of Public Law 101-476, in terms of 
potential impact on childrcm and adolescents with EBD, is the e^blish- 
n^t of a new prt^ram of support for projects to improve special 
education and related services for th(^ students. Pro^cts may include 
the devek>i»nent and demonstration of strategies to reduce the use of 
out-of-community resickntial pn^;ran^ and to increase the use of sch(K>l 
district-based {»t>grams^ the developnM^nt of effective collaboration 
among educatoi^, rriated services personnel and others, and tl^ d^gn 
and denwnstration of iniK>vative approaches to {:m*vent chiklren with 
en^nional and behavioral problems from developing serious emotional 
disturbance. The legislation also authori^ grants to local education 
ageiKies, in a>Ilalx>ration with mental l^lth agencies, which target the 
following chan^ in services to pupils with EBD to: 

• Increase the availability, access, and quality of community services 
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• Improve working relations amongeducation, commuiaty mental health 
ami other perscmnel families ami thdr advocates 

• Tai^ resources to scho€A settings (e^g., providing access to sdwci 
and /or community nwntal health and other resources to students who 
are in conmiunity school setting) 

• Address the needs of mim>rity children G^ational Association of State 
Directors of Special Education, 1990, p* 13). 

Thus, the stagp has been set by federal and state policymakers for ti^ 
introduction of new dinnrtions and a>mtrpts in caring for children and 
youth withEBD. 

Response to Litigation 

In 1979, what some regard as "^the nnist ^gnif icant liti^tion in thiscentury 
on behalf of children'' (Behar, 1990, p. 132) occurred when a suit was 
brought against tl^ state of North Carolina foi its failure to provide 
appropriate treatment and education for institutionalized children, most 
of wlwm wereSED. AsBehar{1985;19W))notes,itwastlwstate'sre^nse 
to this litigation that was more remarkable than the lawsuit itself {Willie 
M. et at, V. James B. Hunt, Jr et ol., 1983X North Carolina quickly agreed 
to provide a full continuum of community-based treatment services as 
an alternative to institutional care for these children ami adolescents. With 
this continuum in pUice statewide. North Carolina is able to provide the 
structure and supervisiwi for, as well as 24*hour imptemNcittation of 
treatn^t plans for, more than 99% of its 1/200 identified children without 
using hospital care. The state provides financing for theamtinuum, about 
$25,000 per year on each child, whidi, while significant, is considerably 
less than the co^ of psychiatrichospitalizationorothertypesof resides 
care (Behar, 1 990)- TI^ Willie case has em>rmous implications for other 
states that are struggling under the dual burdens of parents who demand 
services for their children and the astronomical costs to public agencies 
imposed by private psychiatric lK>^itals. 

More recent litigation in otl^ states has had similar imp«K:t. For 
example, a 2V^-year-old fedei^l lawsuit challenging services to enK)tion- 
ally disturbed foster children in Alabama's foster care system (C. R* v. 
Hornsby, 1991) has recently been settkxJ out of court. This settlenKfnt, 
affecting an estimated 2,600 childitni, provides a model for systems 
throughout the country by establishing ^openitii^ principles^ and 
standards to govern the state's chiki welfare activities^ whereas settle^ 
ments in other ^tes (e.g-, Massachusetts, New Mexico, Connecticut, 
Missouri, and Maryland) specify quantative measures, such as caseloads 
ami tintelir^* Evidence gathered by the plaintiffs demonstrated that 
Alabama's system was crisis-oriented and reactive, resulting in the 
^ unnecessary foster placement of many children. The settlement is 
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designed to create a sy^m of care focused on t}^ prevention of 
out-of^home placements, family iwinific^lion, and penranency. It also 
emphasises service that are driven by tlie needs of dhildren with 
emotional and bdiavioral problems Qackson, 1991). A recent complaint 
filed in U. S. District Court for ihe IXstrict of Arizona (Josh L v. Symington, 
1991) alleges that children with disabilities are not properly uientified, 
located, or evaluated, iiKluding those in detention ainl tln^ who are 
incarcerated. In addition, the complaint alleges that children with 
disabilities are denied mental or behavioral health treatm^t and careand 
are inappn^ately placed in the custody of the state dther awaiting 
disposition to the Arizona Departmcmt of Juvenile Corrections or held in 
county juvenile detenticsi facilities. Children who an? SED are preselected 
as Ijehavioral problems'* aiKi are incarcerited (P. Leone, personal 
conmmunication, August, 1991). 

Cases such as these reveal the scale of inadequate and inappropriate 
services to troubled children in youth, and expose the discrepancies 
between their needs and the services they receive. Fortunately, the 
creation of new state and federal laws is ^tablishing a legal mandate for 
appropriate services in least restrictive settings that no longer can be 
denied. 



The National Special Education and Mental Health 
Coalition 

This coalition is not a legislative body, tnit it has provided vigorous 
advocacy for coordinated trcatnK^nt planning and services to children 
and youth whose problems require exteTOive family ami community 
support services in addition to ^x?cial education . In addition, the coali tion 
has produced a draft statement of tte major prc^len^ in the area of EBD 
and has begun to formulate an action plan calling on teachers, mental 
health professionals, adwcacy groups, and professional associations to 
support efforts on behalf of these children and youth (Fomess, 1988). At 
this writing, membership is comprised of over 30 diverse oi^anizations, 
including the: 

• Anterican Academy of Child and Adolescent Psychiatry 

• Andean Association of Children's Residential G?nters 

• Anu^rican Psychological Association 

• Council for Children with Behavioral Disoixiers 

• Council for Exceptional ChiUren 

• Education Law Center 

• Florida Research and Training Center 

• Mental Health Law Project 

• National Alliance for the Mentally 111 

^ • National Association of School Psy^holc^sts 
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• National Association of Social Workers 

• National Association of State Directors of Special Education 

• National Association of State Mental Health Program Directors 

• National Infonnation Center for Handica{^)ed Children and Youth 

• National Mental Health Association 

• State Mental Health Representatives for Children and Youth (Fbmess, 
1988, p- 128), 

As mentioned in Chapter 2, coalition is respon^ble for drafting the 
proposed new federal definition of EBD* It also has lot4>ied for federal 
children's mental health legislation, the development of community- 
based children's service {m^rams, individual service plans, and an 
amendment to the social security laws to include mental health needs as 
one of the eligibility requirements for children under Medicaid (S. 
Fbmess^ personal communication, March, 1991). 

Grant Programs and Funding M»:hanisms 

A number of funding opportunilira exist for interagency planners and 
program developers. However, because funding priorities of various 
granting agencies, l)oth public and private, cl^nge frequently, the 
information presented here should be r^rded primarily as illustrative. 
Agency contacts, who can provide current program announcements, arc 
provided in Appendix B on page 93. 

Federal Agencies 

Several departments of the federal government operate active grant and 
contract piograms supporting human services projects. As noted earlier, 
a shift in federal policy has increased the recepti vem?ss of these agencies 
to proposals with a focus on community-t>ascd interagency services. The 
U.S. Department of Education operates a broad spectrum of grant 
programs through a number of offices, including iho Office of Special 
Education and Rehabilitative Services, the OflFice of Elementary and 
Secondary Education, tlu? Office of Bilingual Education and Minority 
Languages Affairs, and the Office of Educational R^arch and Improve- 
ment. Many of tl^?se programs sponsor research and demonstration 
pro^xts that focus on families and communities. Specifically, the Office 
of Special Education and Rel^bilitation services recently identified SED 
as a research and training priority in its discretionary grant programs. 

Other federal ageiwies, such as tl^ Dqwrtment of Health and Human 
Services and the Dej^rtmenl of Justice, Office of Juvenile Justice and 
Delinquency Pret^tion, sponsor pro^s that focus on specific is^es 
such as family violence, gan^, and delinquency prevention. Many of 
these programs support interdisciplii^ry efforts. For example, tin? 
Department of Health aini Human Services recently sponsored a rompe- 
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titkm for OHnniunity-bascd jm^jecte to address precriminal and criminal 
youth. OpeiBtii^ undtf the Departiramt (tf Healdi and Human Services, 
the National Institute of Mental Healtii, flirough its Department of 
Huntan Services, ofifars a varfety of programs tluit address child, fomily, 
and conrnninity luscds* Po-hap^ the ira^ important (nDgram, in tsnm of 
the purpraes of tiiis book, is the CASSP Researdi and Dranonstration 
Presets. Through a series of state grants for severd years CASSP has 
been prDnu>ting both concq>ts and strategies for changing the service 
system in oider to more respon^l>Iy n^et the multiple needs of children 
ami youth with emotional and l^a vk>ral jmiblems (Stroul & Friednnan, 
1^). These acti viti» have included: (a) setting goals for state grants; (b) 
introducing special initiatives, such as training, technical assistant, 
national and regional confereiKCS, and state networking meetings; (c) 
piggybacking on existing and new togislatton; and (d> Emulating 
research, devebpment, and the dissemination of information (Jacobs, 
1 990). The target populations for these grant projects include children and 
youth with SED, as well as thc^ who are at risk for serious emotional or 
mental disorders, including: 

• Those who are honwless, either as part of a family unit or alone, 
includii^ runaway )^uth 

• Those with a family history of severe nwntal illness 

• Hiose living with parents who are unable to provide adequate care and 
nurturance, ir^uding drug-addicted parents 

• Those who are victims of violimce 

• Those who are substance abus^ 

• Those who are HIV-infected youth 

• Those who have sustained closed head injuries 

•Those with multiple problems (e.g., school dropouts or pregnant 
teenagers) 

(Departnrent ox Health and Human Services, Public Health Service, 1 991 , 
p-2). 

Some of the issues listed in a current program announcement arc: 
investigations of tlw effectiveness of alternative nK)dcl$ to community- 
based systems of care; assessments of the financial, social, ai^ emotional 
impact of alternative approaches; investigations of the relative efficacy of 
innovative service apprMches; studies of the impact of specific laws and 
regulations, ami of different organizational patterns; studies of tte 
effectiveness of new models of interagency collaboration and service 
integration; studies of the relative efPcacy of different fanuly support 
approaches^ and research concerning the nature, role, and effectiveness 
of services by rontraditional providers (e-g., ^reet workers, runaway 
services) (Deji^rtment of Health and Hun^n Services, Public Health 
Service, 1991). Eligibility for grant awards Is restricted to state n^mtal 
Q l^lth authorities, other ^te agendes in which the statewide respoTOi- 
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biKty for child mental health res»kle$r or other state child services 
ooordinating organizatiom» as desngnated by the governor. This restric- 
tion is in keeping with CASSVs focus on promotir^ the develofmnmt of 
state plans for comp^l^t^ w systems of care (Stroul & Friedman, 1^)* 

Notices n^rdingpnt^T^ anrounoementsaml requeste for proposals 
may be obtained from the Fedmd Register, bulletins and newsletters such 
as the Federal Grants and Contracts Weekly, and electronic mail Inilletin 
boards (e.g., SpecialNet). Professional organizations often maintain 
advocacy and gpyentn^tal relations standing committees tiiat keep 
their memberships informed of policy issues, priorities, and federal 
programs. Specific resource information is provided in Appendix B on 
page 93. 

Private Funding Agencies 

A number of private foundations support pro|ects addressing mental 
health isswrs. One specific program will be described here, because of its 
focus on the issues and population of concern to this book. The Robert 
Wood Johnson Fburdation Child Mental Health Initiative, established in 
1988, has sponsored planningand demonstration projects in several states 
and communities to meet the needs of EBD children and their families. 

The program l^s ]:m>vided $20.4 million during a 4-year demon^ation 
period, addressing two basic goals: to develop pn^ams to serve children 
outside hospitals; and to create a restructuring of the financing mecha- 
nisms in the participating stat» (Behar, 1990). In planning grants 
were awarded to 12 projects. Eight promts received implementation 
funding in \990. Tlu?se included Oeveland, Ohio; Madison, Wisconsin; 
Delaware County, Pennsylvania; Multnon^h County, Oregon; San 
Francisco County, California; Western North Carolina; Cmtral Kentucky; 
and th^ entire state of Vermont The central Kentucky project (Bluegrass 
IMPACT) is highlighted in Chapter 7. Since private agency funding 
programs aro diverse and frequently localized, inten^^ny planm^rs are 
advised to consult their own information networks regarding programs 
available in their areas. 

Funding Base for Kentucky IMPACT 

Kentucky has experienced tl^ same set of problems as many states with 
regard to excessive hospitalization of chiklren and youih with EBD, costly 
placenw^t of these children in out-of-district educational programs, and 
high Medicaid expenditures. An overview of tl^ Kentticky SED plan 
(Kentucky IMPACT) is provided here to illustrate the type of planning, 
development, ami creative funding that is needed to e^blish com- 
prehensive interag^Ky services for this population. 
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Responsibiiity for Kentuck/s Comfwtrhensive Mental Health Services 
Plaiv which embraces a full range of nwntal health, mental retardaticm, 
and substance dbu% services to both children and adults^ is invested in 
the Departn^t for Mental Health and Mental RcHaidation Servkes 
(DMHM1&) under the auspces of the Cabinet for Human Resources 
(CHR). CHR is Kentucky's unrA>rclla agency for health, s<Kial services, 
n^tal l^lth^ and economic ^curity prc^ams. Local mental health and 
mmtal retardation services are administered through 14 regional com- 
munity n^tal health and mental retardation boards, which operate local 
community mental health centers. 

The DMHMRS was created by the reoiganization of the Ckpartment 
of Mental Health in 1984, A year later, the Children and Youth Services 
Branch (CYSB) wasestaHishcd. In 1988, Kentucky contracted with NIMH 
to prepare a ''Comprehensive Mental Health System Plan" under the 
terms and conditions of the Comprd^ensive Mental Health Service Act 
(Public Law 99-^)- 'toward the einl of that year, a ^tewide Com- 
prehensive Mental Health Planning Symposium was Md, Participants' 
recommendations formed the basis of the stra Icgies in tin? first year's plan 
(January, 1989), During this period the CHR established a Mental Health 
Servicef/Planning Council to serve as an advocate for adults and children 
with mental health problems (Kentucky Cabinet for Human Resources, 
1990). 

Specific planning for children ami )^uth with SED was facilitated by 
a CASSP grant from NIMH in 1985- This grant provided funding for three 
new DMHMRS staff numbers and served as a catalyst for the develop- 
ment of a system of care through increased funding, training, services, 
interagency collaboration, and parent participation- Currently, the CYSB 
includes nine staff members and an ongoing CASSP initiative. Through 
the designation of children's services coordinators at each of the 14 
CMHCs, community-based service development and improved commu- 
nications within regions and across the state on behalf of children has 
been accomplished (Kentucky Cabinet for Human Resources, 1990). 

A m?w plan to address the mental health needs of Kentucky's children 
with SED (Kentucky IMPACT) was developed, approwd, and funded 
for fiscal year 1991-92 by the 1990 Kentucky Ckmeral Assembly and is 
being implemented throughout the state. This plan established the State 
Interagency Advisory Council, as well as seven components for statewide 
services to children: 

1. Staffing for a local interagerwry council in e^h region; 

2- At least one service coordinator (case manager) in each n?gion; 

3. Wraparoumj funding (intensive family-based support services) to 
pay for services (not otherwise available) based on the individual 
Q needs of children; 

ERIC 38 



Intrgnaing Services / 27 



4. Family preservation programs; 

5. rurchasc of services for children in private child care; 

6. Nonho^tal psychiatric residential treatment facilities; and 

7. Intouuvc in-home services 

(Kentucky CabimH; for Human Resources, 1990). 

These seven services will be jointly funded by new nmnies allocated to 
DMHMRS, the I^>partment for Social Services, and the Department for 
Medicaid Services. In fiscal year '91, $5,066^ is allocated to serve an 
csHmated 1,428 children. For fiscal year 1992-93, $7,577,000 has been 
allocated to serve an estimated 3,1 34 child rcn. In 1 990, Kentucky recdved 
a $2.4 million 5-ycar implementation grant from the Robert Wood 
johnson Foundation. As mentioned earliw, this pro^ (Bluegrass IM- 
PACT) serves the central Kentucky region. It is the nwdcl for implementa- 
tion of the Kentucky SED plan (Kentucky IMPACT). 

Several special demonstration promts for children also have been 
funded through ^eral block grant money, funds diverted from state 
mental hospitals for adults, and a CASSP project in one mental health 
region. Ctdlaborative efforts with tlw Kentucky Department for Social 
Services and the Kentucky Department of Education include the devel- 
opment of flexibly funded, individually tailored, child- and family-based 
service contracts (referred to as "wraparound" services), intensive 
in-lwmc services, therapeutic foster care initiatives, supports to day-care 
providers, the identification of EBDchildren by school systiMns, preschool 
assessment training, and the expansion of day treatnwnt and other 
school-based programs. The DMHMRS also has been working with the 
Department of Medicaid Services to ensure that reimburscnwnt mecha- 
nisms encourage 'he mental health arKi support services needed by 
children and their families. Medicaid now covers home visits, off-site 
ser\'ices at a school or day-care center, and face-to-face collateral services 
on behalf of children when these services arc provided by mental health 
center staff in conjunction with an individualized plan of care. Medicaid 
also covers case ntanagonent ami intensive in-home services; by 1992 it 
will cover nonhospital residtrntial services (Kentucky Cabinet for Human 
Resources, 1990). This blended funding strategy yieUcd a funding pool 
of $6,120,900 for fiscal year '91 and $12,717,400 for fiscal year '92. 

This diverse and flexible funding policy has been driven by a principle 
that is the essence of successful interagency planning; 

Federal and state funds should follow the child instead of the child 
following thefundinginorder tod>tain services. A plan of treatment 
should meet the child's individualized needs ratlwr than adapting 
the treatment to the constraints of the funding sources, wlwthcr 
^ public or private. The community should be cultivated as a rich 
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souice of services as well as funds (Kentucky Cabinet for Human 
Resources, 1990). 

Although funds come to agencies through customary bureaucratic 
channels, flcxibiUty in their use is the key to providing programs that 
meet children's and families' complex functional ne>jds. Through the 
unselfish foresight and aggressive efforts of state, regional and local 
leaders, as well as the invaluable technical assistance of CASSP staff, 
Kentucky is devetoping a children's servi«s nwntal tealth dehvery 
system that is based on dients' needs in their least restrictive settings at 
a reasonable cost to taxpayers. 

Thus, the new decade has l»TOught iww responsibilities and challenges 
for agencies providing services to children with EBD and their families. 
Whereas in the pa^, agencies operated in isolation and with relative 
autonomy, contemporary legislative mandates and best practices require 
collaborative planning and service delivery. The goal is a system of care 
that provides support for affected children and their families in the least 
lestrictive treatment und educational environments. The strategy for 
achieving this goal is to establish a full continuum of services that can be 
flexibly arranged to each client's individual needs. 
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4. Professional Roles 
and Conceptual 
Models 



Misundcrstamiing reganiing the perspectives of other professionals and 
how these perspectives translate into servirc ddivery is a major barrier 
to effective interagency communication and collaboiBtion (Edgar et al, 
1987). Conversely, knowledge of the roles and views of human service 
profesaonals, and of their contributior^ to meetii^ clients' racds may 
help to avoid conflict aiwl to facilitate interagency ooop^tion. In this 
chapter we describe two processes that influence the roles of professionals 
in collaborative woHcing ^tuations, followed by Imef descriptions of the 
dominant coiKeptual models influencing the study and treatment of 
emotional and behavioral disorders. Next, we review the evolution of 
conceptual nxxlels describing the ways in which multiple disciplines 
interact in deliverii^ services to an iiuiividual client. The chapter 
coiKludes with a presentation of Stroul and Friedman's (1986) system of 
care, which has become the leading model for deigning approaches to 
community-based int^f^mcy services for EBD children. 

Interagency Professional Roles 

The collaborative consultation process (Idol, Paolucci-Whitcomb, & 
Nevin, 1986), in which a students needs are addressed through consul- 
lative a^stance to his or her teacl^ by a traii^ specialist, has created 
a role for professionals who interact acro^ disciplines. Traditionally, 
special educators, regular educators, scUxA psydiologists, guidance 
counsdors, and otter school personnel have been given responsibility for 
delivering school-based consultative services- Collaborativeconsultation 
has occurred primarily in the schools and has focused on educators 
serving otl^ educators; nevertheless, the legitimization of consultation 
as an educational service has provided many professionals with aware- 
new of and training in this new role- Furtlwnnoro, experin^tation with 
agreatervar^ of consultative niodeb(e.gvMorsink,Thonnas,&Cb 
1991; Phillips & McCullough, 1990) has f^litated the involvement of 
otherprofes^onalsinprovidingcollabonitiveconsultation to the teachers 
of students with disabili ties. As i ntera^iKy collaboration becon^ a nK>re 
routine fac^ of serving pupils with EBD as well as with other disabilities, 
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profcsaonals fram other disciplines will have more ^tive roles in 
interactive team planning for students both in and out of school (Mor^nk 
ctal.,1991)- 

The Hst of persons who may be involved in the deliveiy of services to 
EBD children and their families includes professionals from the fields of 
general and ^Tecial education^ school and clinical f^yctology, social 
work, psychiatry, neurology, pediatrics, speech and lai^uage therapjr^ 
physical therapy, occupaticmal therapy, recreational therapy, juvenile 
justice, and vocational rehabilitation. These persons may provide consul- 
tatton or deliver direct services in the implementation of treatment plans 
for individual clients. Unfortunately, tl^se specialists often not only are 
unaware of the activities of other professionals who may be working on 
the same case, but also frequently work at cross-purposes unless someone 
coordinates the services being received by the client (Johnson, 1989). 

The role of case mana^r has been created to serve this important 
function. Working from the interagency treatment plan, the case manager 
has four major responsibilities: (a) coordinating the services roeded by 
the client ami family; (b) delegating r^ponsibility for providing titese 
services to the profes«onals who are best able to provide them; (c) 
providing follow-up to ensure that goals are being met; ami (d) gukiing 
the work of paraprofes^onals ami volunteers wlw assist on the case 
(Morsink et aK, 1991). The case manager should be abte to work with a 
variety of profcs^onak including police, probation officers, juvenile and 
family court judges, sdiool and n^xlical pCTSonnel, providers of various 
suj^rt services, and the child's primary trcatnHmt agpnts (Johnson, 1989)- 



Conceptual Models 

Awareness and undcrstamling of specific disciplinary contributions to 
meeting client's needs is m>t the responsibility of the case manager alone. 
All professioi^ls must leam i«bout one another's perspectives if they are 
to collaborate effectively. Individuals from various disciplines often are 
significantly influenced by the dominant model of psychopatholo^ 
embraced by theirdisdplineorl^ the majority of profe^ionalsinit.Thcs^ 
belief systems frame professionals' reqx>nses to problems experienced 
by children and their families, to schools and other agencies that serve 
children and families, and to the communities in which they work. 
Personal belief systems are associah?d with the conceptual nKxlel 
embraced by a professional or his or her discipline, ami serve to frame 
his or Ikt view of the nature of the problem, legitin^te means of 
investigating the problem, and the proce^ of collaboration with other 
professionals (P. Leone, pei^i^l communication, August, 1991). 

Historically, tin? preponderance of conceptual models have taken 
Q microlcvel perspectives, in that the child is seen as the source of the 
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]m^>}eni, and mtervemtions are directed towaiid correcting proUcn^ 
inhc^nent in flie child (Leone, IWO). Anwng these perspectives, t>w 
medical mfxtel of ccHsrse influcnnoes mo^ medical practiticmersk This 
moitel a$$un^ that l^ofAysical causes underiie behavioral symptoiro, 
and that eventually a specific cause of the child's disorder will be fourd, 
sudi as a faulty g^ie w dusterii^ of g^nes Uiat leads to a biodtmiica] 
abnormality. This nwdel wigages clinicians in the study of the disorder's 
etiology, pathogem^s^ ^gns, symptoms, diagnosis, and trratment. Hie 
jHiysician elicits tl^ history of the diik), searchii^ for a group of 
S)anptom$ consistent with tf^ current diagiK>stic criteria (e.g., DSM-III* 
R)« ^ce the diagfK>sis is made, treotn^t usually ccm^sts of some type 
of psychotropic medication as the primary intervention, although some 
physicians combine f^rmacdogy with parent counseling or p^ho- 
t)K?rapy and rccomnocnd intensive school-based interventions (^ngh, 
Parmelce, Sood, & Katz, in press), 

Anotlw microlevel perspective is the psychodynamic model, which 
has influenced thedisciplinesof psychiatry, psychology, social work, ^nd 
education for many years- Derived from psychoanalytic theory, this 
model views emotional and behavioral disorders as manifestations of an 
imbalarKe an[H>ng the dynamic parts of one's personality (i.e., the id, ego, 
and superego). The child's disorder is symptomatic of an underlying 
psydiopathology, caused by excessive restriction or gratification of the 
child's instincts at a crucial stage of personality development or by early 
traumatic experieiKcs. (Kauffman, 1989). Treatment consists of a combi- 
nation of individual psychotherapy, child therapy, and parent guidance, 
with the goal of addressing the underlying conflict (Kauffman, 1^9; 
Singh et al., in press). 

Another microlevel perspective, the behavioral model has exerted 
strong contemporary influeiKC on all of the disciplines mentioi^ above. 
In contrast to the psychodynamic model, the behavioral model focuses 
on tlw behavior itself, ami emphasizes the role of learning, through 
influential antecedent and consequent events, in the gem^sisof maladap- 
tive behavior patterns (Kauffman, 1989; Kctt & Nelson, 1989). Functional 
analyses of taigetod behaviors and their relationship to specific anteced- 
ent and consequent stimuli is critical to effective asse^ment and 
treatment fanning. Interventions consi^ of systen^tic am) continuous 
measurement of targeted behavtors while manipulating antecedent and 
consequent events until reliable changes are accomplished in these 
behaviors (Kauffman, 1989). 

On the other hand, the ecological model considers an individuaKs 
behavior in relation to more gemfral behavioral or social systems in his 
or her environment. Emphasis is placed on understanding behavior in 
tin; natural environment, focusing on the delineation of laws relating 
Q behavior and patterns of interaction to changing aspects of that environ- 
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in»»t(Dadds, 1987). The client isconadcred tobeenmedied inacomplex 
social system, both as a gjlver and a receiver in social transitions with 
significant others in a variety of settings. Because the ecological model 
stnsses the interactions brtween individuals and Ihdr environnwnts, it 
assumesa mesolevel perspective(Leone, 1990). Interventionsaredirected 
towaid all faoetsof the dienf s milieu, but t!wy have temied to emphasize 
strategies derived from the b^vioral model (Kauffman, 1^9). 

These models have dominated discipline-specific research and treat- 
ment modalities, leading in varying degrees to conceptual and profes- 
sional polarization, which has been detrimental to dient progress (Singh 
et al., in press). Imrrraai^y, scholars lave advocated for an integrated 
approach that takes into account the continuous, reciprocal, and inter- 
dependent interactions b<Sween the child, his or her internal states, and 
the sodal systems and persons in the environnwnt, not ju^ immediate 
antecedents and consequences (Bijou & Baer, 1978; Singh et al., in press). 
Singh et al. (in press) define this approach as the ecobehavioial model 
and point out that an important assumption of Ais nwdel is that any oiw 
professional, regardless of disdpline, can «rve as the primary therapist 
or case manager. The major requirement of tWs role is that the case 
manager must be able to coordinate the duties of the differwit team 
membcrsand toeffectivdy serve asa liaison %vith parents and profession- 
als. This model ea:l«wsdisdplii»-spedfic approaches toasse^nvrntand 
treabnent in favor of multimethod approaches, and provides a franw- 
work for synthesizing infomwtion from the different disdpliiws. Fbr 
example, the initial assessnent uses tools from various disdplines to 
construct a comprehensive database that addiiesscs the history of tlw 
disoidcr, antecedents and consequences, previous trealnwnts, the family 
and school situation, and other relevant variables thought to play a role 
in the child's behavior (Singh et al, in press). 

Still another perspective is provided by macrolevel analyss, which 
focusesoninstitutional,cullural,arel otlwr social forces that givemeaning 
to daily events and influence behavior (Leone, 1990). This model stresses 
that structural and cultural factors— suchas poverty, unemirfcqmiient,and 
the size and oiganizalion of sodal institutions such as schools— create, 
mitigate, or exacerbate |woblcan behavior (P. Leone, personal communi- 
cation, August, 1991). The focus of analj^is and intervention in this 
peispective is on the structural deficits of society that include inadequate 
housing, less than livable wages, lack of universal health care, delinquent 
gan^, and widrapread drug abuse (E. Edgar, personal communication, 
July, 1991; Edgar, 1990). 

In relationship to interageiKy functioning, it is useful to understand 
the evolution of team approaches to dealing with client problems. With 
few exceptions, the historical pattern initially involved a onidisdpUnary 
team model, where spedalists re pr e senting each disdpline involved with 
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a dknt work in relative isc^ation and automnny (La]xterlK)ln% 1990). T>^ 
multidisdpUiiaiy team model was itevcdoped in the Add of medicine 
(Moisnk et al., 1991 ). This model is charact^ized by frofessionals from 
vark>usdisci]^ira» who meet fordi^ro^orpkmning puipc^s tnit still 
WOTk independendy widi diildran or fomili^, often in a segr^ted 
situation (Beck, Bartd, & Ndson, 1991 ). foth of these models create case 
nrianag^nn^t problemsbecause too many specialist 
views and advice to clients and parmts (Land^holm, 1990). Morsink et 
al. (1991) differentiate l>etwec3i this aj^noach aiKl tiie Uit^isdpUnaiy 
team model by c^T^rving that in the fomKT, team mm^Ters iqx)]t 
infom^tion to a sing^ leadar while in tl^ latter, team mai4>ars evaluate 
the client aiKi then n^ ^ a group to discuss their fiivSisigs. In common 
with \he multidisciplinary approach, tihe interdisciplinary model is 
refereiKed to, and d riven ly, the wientations of ibe individual disciplines. 
Frequently, tt^ ensuing competitive or individualistk professional 
interactions result in uncoordinated, inconsistent, or unintegrated ser- 
vices (Giangreco, York, & Rainforth, 1989). 

transdisdplinaiy team model was developed to reduce some of 
the fragmentation of services that oftcai occurs in the imj^en^ntation of 
multidisciplinary and interdisciplinary models (Hart, 1977; Morsink et 
at, 1991)* This approach stresses the intcgraticm of both ai^essment 
infomnation and treatment implementatioa All mapr goals and treat- 
ment activities are driven by individual client's needs, in terms of 
loi^'term outcomes in least restrictive settings (Bed( et al^ 1^1 ). This 
model also incorporates a joint aji^roach to problem solving, in which it 
is assumed that the team shares collective responsibility for service 
delivery. The expertise of individual team members is used to train other 
team members; roles as well as responsibilities are shared by more than 
one team member (Lyon & Lyon, 1980). Mor^nk et aL (1991) incorporate 
this model in tl^r interactive t^mii^ approach, in which all team 
members have acquired competencies in collaborative coi^ultation and 
team roles are ^red through role relc^ (sharing ^i^ial information, 
informational skills^aml performance competciKies; Lyon k Lyon, 1^). 
Attention to group process is important to suoce^ul interactive teaming, 
includii^ team buildii^ the envelopment of cooperative goal structures 
and a supporti vedinnate, shared decision making, democratic situational 
leadership, and systematic procedures for conducting team business* 

A System of Care 

The ^r^m erf care concept developed by Stroul and Friedman (1 986) and 
adopted by CASSP has helped policymakeis and a^!ncy practitioners 
avoid thinkii^ primarily in liraar terms. 
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A system of care is a compnrdi^n^ spectrum of mmtal health and 
otfier necessaiy sCTvkes which are oi^ani^ into a coordinated 
m^WOTk to imet fite multiple and dvinging needs of »verely 
emotiomliy disturbed children and adolescents* (^roul & Fried- 
man^ 198^ p. iv). 

The TK)tion of a continuum of services often is associated with sovk^ 
delivmd aloi^ a series of placements that are progressively more 
restrictive for EBD children and ycmtK In contrast, the ^tem of care 
perspective focuses on broadening ami strengthening th^ community 
base as the ess^tial arena for treatment and rehabilitatioa Servkes in a 
system of care are modular, dirular, ovoiaf^r^ and intcmtive (Multi- 
agoicy Netwoil^ for Seveat^y EmcMkmaliy Di^rbed Children, 1989). 

Two core values and a set of guiding pinciptes form the basis of the 
system of care: Rrst, the system of care should he diild-c^tered, with the 
n^s of the child and fomily dictating tl^ types and mix of s^vices 
provided; and second, tl^ system of care should be community-based 
(Jacobs, 1 990). The 1 0 primniptos of a system of care are presented in Table 
4-1 . Three priiwiples arc central: (a) that a comprehen^ve array of services 
addressing the child's physical, emotional social, and educational needs 
is provided; (b) that services arc provided in the least restrictive, most 
normative environment that is clinically appropriate; and (c) that services 
are integrated across child-serving agencies with case management or a 
similar mechanism delivered in a coordinated and therapeutic manner 
(Jacobs, 1990). 

Jacobs (1990) lists services for EBD children and adolescents in two 
groups: those that are least restrictive ami those that arc most restrictive. 
Community-based (»re comprises tl^ least restrictive category and 
includes: 

• Prevention 

• Early identification and intervention 

• Assessment 

• Outpatient care 

• Hon^-based care 

• Ttorapeutic group hon^ care 

• Therapeutic fwior care 

Most restrictive services consist of residentially-tjased care and include: 

• Residential treatment center 

• Inpatient hosptalization 

Jacobs (1990) observe several weaknesses in relying upon more 
restrictive or "deep-er«J^ service, which often are the only options 
available for EBD children and youth* At the one extreme is inpatient 
hospitalization, which removes thechild from die home, a»nmunity,and 
family, often cutting bomis and making successful reintegration after 
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TABLE 4-1 
Princ^lcs ol a System of Care 



1 . Emotionally distuii»ed children should have access to a compiehensive 
array of servkes that address the child's physi«l emotional social ^nd ed* 
ucational needs. Thug, the scope aiul array of services inchided in the sys- 
tem of care must be suffk^tly broad to account for the diverse and 
multidimensional needs of the developing child. 

2. Emc^ionaliy di^rbcd children shmild recei\^ indivklualized services in 
accordance with the unique needs and potentkds of each child and guided 
by an individualized service plan* The culmination of the assessment pro* 
cess should be an individualized sCTvice plan which Identifies problems, es- 
tablishes goals, and specifies appropriate intoventions. The plan should be 
dcveioped with the full paiticipatkin of the child^ family, f ividers, and 
significant others. Service goals and plans should be reassessed regularly 
and revised based on the dynamic nature of the stnmgths, weaknesses, and 
needs of the child and family. An ideal system of care allows the child op* 
portunities to progress and to move to less restrictive s<Htings as well as to 
use more intensive forms of services wten indicated. 

3. Emotionally disturbed children should receive services within the least re- 
strictive, most nonnative envirDnment that is clinically appropriate. An im- 
plicit goal of the system of care is to maintain as many children as possible 
in their own hom^ by providing a full ningc of family-focused service 
and support. Residential services shcnild be employed only when more nor- 
mative nonresidenUal optk>ns are not ^fective in meeting the therapeutic 
needs of the child and family. R^idential services, when indicated, should 
be located as close as possible to the child's home in order to cause the least 
disruption of the child's link to family, friends, agencies, school, and com- 
munity. 

4. The families and surrogate families of emotionally disturt>ed children 
should be full participant in ail aspects of the planning and delivery of ser- 
vices. Family needs often are neglected when children are in residential set- 
tings. By involving ami providing supports to families, the opportunities 
for siKressful return of the chiki to the family are enhanced, 

5. Emotkmally disturbed children stu>uki recei%^ servkcs that are integrated, 
with linkages between child care agoKies and prc^rams and mechanisms 
for pkinning, devdoping, and coordinating services. Coordination, continu- 
ity, and movement within the system arecritkal for children who have 
multipk i^eds that cut across agency boundaries* 

6. Emotionally distuji>ed chiklren shoukl be provkled with case management 
or similar mechanisms to rasure that multiple services are delivered in a «>- 
ordtnated and tNsrap^tic manner and that tl^ can move through the sys- 
tem of servkes in accordance with their changing needs. Case 
management, therapeutic case advocacy, and a variety of similar ap* 
proadies are intended to ensure that childten and feimili^ receive the scr* 
vices they need, that servkes are coordinated, and that services are 
appropriate to thdr changing t^eds over time. The case mana|^ coordi- 
nates the comprel^sive interagency assessment of the child's needs; 
plans, arranges, and monitoiB needed services; links the i^rious parts of 
the chiki's system; advocates for the child and family; and establishes links 
with the adult service system to facilitate transition These functions arc es- 
sential, unifying factors in smice delivay . 

Continue 
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TABLE 4-1 (omtifiued) 
Princ^les of a Sy^mn of Care 



7. Early identifkalion and intervrotk»i for children with emotiai^al problems 
shouM be pnmic^ the sy^em of care in oxd^ to €nha 

hood of p^ilive outcoxms. White tteie is increasing intesest in screeiring 
and intervention prc^ms to identify and assist high-risk childien and 
fomilies, these scavfces are often ne^cted in fawr of much seeded ser- 
vices for chiklrra who already arc demonstrating serious prc^lems. 

8. Emotionally di^ibed chiklr^ shouM be ensured smooth transitkms to 
the ^ult service system as tl^ reach maturity. Oiildren who age ottt of 
the system of care become young mlults who often are in need of long-term 
mCTtal health caw^ vocational seivicesw and a range of otter support $er^ 
vices. 

9. The rights of emotionally distuited children should be protected, and cffec 
tive advocacy efforts for emotionally disturbed children and youih should 
be pronujted. 

10. EmcAionally disturbed children should receiw services wiUtout regard to 
race, religion, natioiuii origin, sex, physical disability, or other characteris- 
tics, and services should be sensitive and responsive to cultural differences 
and special needs. 

Swrce; Fnwn A System of Cm for Severeiy EjmHiomUy DisturM OiUdftn ^ Youih by B. A. 
Stroul i R. M. Friedn^n, 1586, Washington, DO CASSP Technical A^stanoe Center, 
Georgetown University Child Devdopment Gwitw. Reprinted by penni^on. 

discharge difficult. Furtlwnnore, prolonged hospitalization may produce 
an intuitional dcpendeiKy, thus failing to pi^re the child for normal 
community living. At the other extreme is outpatient care, which also 
often fails to meet the child's needs, being too little and too removed from 
his or her daily life. 

The C ASSP system of care is organized arour^i seven service dimen- 
sions: mental l^lth, social, educational, l^lth, vocational, recreationat 
and operational /case mai^gement. If servicesare to be integrated among 
these dimensions, open channels of communication, Joint planning at the 
agency and individual levels, and mechanisms to share or pool funding 
must be accomplished 0»:»bs, 1990). 

This chapter has provided a brief review of the jrofessional roles, 
models, and philosophical issues that impact interagency service plan- 
ning and delivery for EBD children and their families. Perhaps the mort 
important variabte for success is devetopmenl of an "interagciKy 
attitude^ (PhilHps, 1991 ); that is^anattitudethat interagency collaboration 
iwt only is an afi^fniate way to api:m>ach iervice cWliveiy, it is also 
essential It is incumbent upon practitioners who i^rtidpate on inter- 
agency teams to learn to work together. This is new ground for many 
professicmals £Kxuston^ to the statuis and autonomy that come from 
worldly wiBiin their own disdf^iinary circles. Acquisition of an inter- 
ageiKy attitude requires training, tin^?, and dedication to the idra that 
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interagency collaboration must, and will, be accomplishedl. Given that 
intcrdiscifdinaiy training is rare or mining in most preservice disdplin- 
aiy training pit^ms, good collaborative efforte may have to be 
fclean^ In field sihiations as each new generation (rf trainees emerges 
(S. Fbmcss, personal communication, July, 1991). 



■in 



5. Implementation 



Chapter 5 focuseson tl^oi^nizationof a system of care for EBDchikiren 
and tihdr fomilies. We present a genial framework to giwle interageiKy 
planners, as well as strategy and guidelines for {nogram devdqpment 
at the state and community levels. We draw heavily from Stroul and 
Friedman's (1^) explication of a comprehensive system of care for SED 
children am) adotescents* Next, we {Hovide more specific information 
regarding the process am] tl^ components of interagc^Ky plannii^ and 
program development. Finally, we describe some of the problems and 
barriers encountered by intera^ncy programs and illustrate remedial 
strategies. 

Strategies for Developing a System of Care 

Stroul arni Friedman's (1986) technical assistance manual wb^ ieveloped 
to assist states ami communities involved in CASSP-relatco initiatives. 
They observe that while each state or community will select change 
strategies for systems that are most appropriate for its particular 
environment and circumstamres, the experiencesof other systems change 
progran^ suggests that sewral types of strategies are most likely to have 
a broad impact: (a) planning and needs assessn^t; (b) modifying the 
mental iK^alth syster.*; (c) interagency collaboration; (d) technical assis- 
tance and training; (e) constituency building; and (0 local system 
development. Stroul and Friedman suggest that, in order to develop 
effective systems of care, states and communities should select and 
implemimt strategies from each of thesecategorics, varying theemphases, 
sfc ategy types, and sequencing to conform with the unique characteristics 
of each set of circumstances. Their analyses of previous systems change 
progran^ revealed that states generally develop a "master plan" or 
blueprint, which establishes a framework for their ^stem improvement 
initiatives. 

Strategies for Planning and Needs Assessment 

This set of strategies encompasses the basic steps taken to initiate the 
systems change process. The first stop is to establish a fcxal point at the 
state level to initiate and coordinate iweds assessment and system 
development activities. Generally, states eitl^ identify or establi^ an 
administrative unit within the state n^ntal h^lth agency. This unit, 
staffed by individuals with expertise in child mental health, serves as the 
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focal point for CASSP-rdated activittes (Stroul & Friedman, 1986)- 
However, s^tes may use oth^ administrative models. IsaKS (1^) 
describes tihiree basic a{^m>ache5 to coordinated sovice delivery. Ora is 
a consolidated diiklren's agency tlwt assiumsdirect responsibility for all 
children'sservices programs. Thismodel is followed in tlWoi^gianizational 
structures of Conrocticut, Delaware, and Rhode Island. Anottier ap- 
proach is a quasi-consolidated a^emy, in which responsibility for 
children'smental l^lth »rvicesisdivided between tlwdiildren'sagency 
and the mental health agency, as in Florida, Kentucky, and New 
Hampshire. The third approadi is to establish a formal coordinating 
mechanism, in which responsibility for service delivery rests with 
different agencies^ although attempte are made to coordinate pcrficy and 
planning. This nKxJcl is followed in Georgia, Maine, Massachusetts, 
Missouri, Ohio, aiH) South Carolina. The designation or establishment of 
an administrative medmnism is important not only for internal coordi- 
nation but also for developing a state children's services plan (required 
by Public Law 101*639} and for receiving grant funds through such 
agencies as CASSP. Stroul and Friedman (1^) suggest the following 
steps in the planning process: 

• Defining the target population 

• Assc^ng the characteristics and service needs of the taigqt population 

• DeHning the nature and components of the desired system of care 

• Assessing available services and identifying service gaps and needs 

Stroul and Friedman reoHnmend that planning and needs asses»iKmt 
include broad professional and consumer participation, along with input 
and involvenMmt from health ami human service agpndes, professional 
provider organizations, parent and family groups, and child advocacy 
groups. In some cases, task forces or committees are organized around a 
specific task or issue. Surveysand needsassessmentsare the vehicles used 
to describe the target population, tl^r servio? needs, and the available 
resources* Stroul and Friedman (1^) provide a set of questions useful 
for conducting system assessments, presented as Figure 5-1. These 
assessment questions address the characteristics of an effective system 
regarding the de\^opment of a model, planning and decision making, 
and interagency relationships. While thelevel of inti^^ 
required to make de^rable responses to these questioi^ may seem 
overwhelming to states and communities apprc^hing this ta^ for the 
first time, CASSP provides extemiive technical as^tance with skate and 
local planning. 

An important part of the planning and needs asse^ment process 
consists of identifying the services and programs currently available and 
comparing these with those needed to establish a full omtinuuni. Table 
5-1 lists the components identified by Stroul ami Friedman (1^) for each 
dimen^on contained in their sj^tcnm of care. Many, if not all, of these 
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FIGURED 
Syrtrai Aftscsraienl 

Sy^emt^CartModd 

• An effective aid responshresy'^tmi should 

services and should be based upon a specific model of a children's system of 
care, 

□ Does a model of care for SED children and adolescents exist? 

□ Docs the model include a wide range of both nonrcsklcntial and 
residential services? 

□ Are data available on the capacity of each compcment of the systcTti and on 
the percentage of the childr^'s mental health biKlget for e^h componmt? 

□ Is there a reasonable balaiKe in the system, with greater capacities in the 
less restrictive than in the more restrictive services, and a significant 
portion of the budget for nonresklential services? 

Planning 

• Part of the foundation is a carehilly developed state plan. 

D Is there a clear state plan that fm bcm\ developed to prevent and treat 
emotional disturbance in childrra? 

□ Is the plan the result of interagency collaboration with participation and 
input from all relevant child -care agencies? 

□ Has there been participation by providers, parents, advocates, and 
consumers? 

□ Is there a requirement that communities and /or regions within the state 
develop t Mr own frfans for systems, , tm' if so, do they receive technical 
assistance in formiilating the plan? 

□ Are community and regional plans closely reviewed with meaningfol 
feedback? 

Communify-Bmei NMureofthe Syslem 

• Services should be provided and managed on a community or regional level. 

□ To what extent do state policies and practices promote community-based 
services and acceptance of responsibility by communities for :«rrving SED 
children and adolescents? 

□ Are fiscal incentives available? 

□ What proportion of the children's mental health bidget is controlled at the 
community versus the state level? 

□ To what extent are decisions about a particular child made at the 
community or the state level? 

□ Are there accountability procedures to maximize the likelihood that 
ccmimunities will develop effective sysl^s? 

Intcraj^ncy Collabcnation 

n Are there formed mechanisms at the state and community tevcls to ensure 
interagency collaboration in planning and delivering services? 

□ Are tli^ incentives and requirements at the ^te and community levels 
for a^ndes to work together? 

□ To wnat extent does joint funding of programs and services occur? 
CoordimUwn mtd Mamtgtffwnt 

• An effective systimi must be iroll-managed, with close coordination of ser- 
vices and clear accountability 

□ Is there a management structure that provides clear roles and 

^ responsibilities for agencies and clear accountability? 

ERIC , r.r, CmHnued 
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FIGURE M (continued) 
System AmrftsmenI 



O Are diflFemil cwnpowmts of tl«? mentii health dimension coordinated to 
pronM:rt» rsnpid and ^sy moven^t from one service to another? 

□ Are there ctose linkages amoi^ diild<are ag^ides and sy^ans so that 
childresi can receive multiple services in a cmmlinated mann^? 

□ is thei« a cfear locus of responsibility for insuring that c^ildrrai with 
multiple needs do recrivc sCTiHces from all rdevant a^^iesl 

TmtmfUDaisionMakmg 

• Tteie should be clearly articulated jmKedures for making decisions about 
children* 

□ Is there a clearly articulated procedure for treatment and placement 
decisionmaking? 

□ Is there procedural con^^ency among i^cncies? 

□ Do dccisicms involve multiagency and mulUdisciplinaiy input? 

□ Aie treatment ami placemrat dcdsk>ns made on a community level? 

□ Are family members and chlldrKt permitted to participate in decision 
making? 

□ Is there a systanatic follow-up or progress review after placement in 
restrictive settings? 

Training md Technic^ Asmsimtce 

□ Is ttoie a training and technical assistance plan at the state and 
community teveb? 

□ Is consultation regularly provided to key community planners and service 

f>n>viders? 
s consultation regularly provided to state level planners and 
policymakers? 

□ Do key individuals receive regular opportunities for training? 

□ Are adequate training and tecnnkal assi^ance provided before new 
services are initiated and at regular intervals? 

□ Is information about siKxes^l procedures and programs regularly and 
systematically disseminated throughout the state? 

Mwcoiy md Cowmunilyf Edumtion 

□ Are regular attempts made to educate the community? 

□ Are there attempts to involw parmts, advocacy, civic, professional, and 
c^her relevant groups? 

□ Do public officials and representatives of parent, adwcacy, civic, and 
piofessionai groups %vork in partnership on behalf of children? 

□ Are there ef forte to encourage the development of new advocacy groups 
and effort^ to facilitate the advoc«:y actions of existing groups? 

Standards. MoniUmng, and Evalmtim 

□ Are there guidelines ami staralards for programs and «rviccs? 

□ Are there guidelines and standards for community-l^sed decision making 
and fanning? 

□ Is there rcguubu* ami periodic monitoring of adhenmi^ to standards with 
conslnictive feedback and requirements that deficiencies be remediated? 

□ Are tl^e regular procedures for evaluating tte ouhromes and co^s of 
systems, pro-ams, and services? 

□ Are the results of these evaluations used as part of the planning and 
^ policy-making proc^? 
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FIGURE 5-1 (cnptimicd) 



StatutmyBast 

□ Is time an adequate slatutcHy base for the pmviskm of savices? 

□ Is ihoTc an adequate statutory base for pro^kNi of Urn rights of children, 
paiticulariy with respect to involuntdry hospitatizatkm, treatment in the 



least nestridive Kttii^ and placements on units with adults? 

□ Do these protections include children served by both public and private 
sectors? 

□ Are there mechanisms for monitoring compliance with statutes? 
FisadPolky 

□ Is there a Bccxire and slabte funding base for services? 

□ Do funding mechanimis provide ^iequa^ accountability and quality 
control while allowing providers flexibility in providing effective services? 

□ Do fiscal poIickKS encourage an adequate baUukre between attcntior to 
immediate needs to provkie servkes and to more long-range systism needs 
to prevent serious emotk>nal distuibaiKe? 

□ Are multiple sources of funding (fedmai, state, local, ami private) used? 

□ Are there mcentives for muitiagency funding and creative interagency 
approaches to financing? 

S<mrtt: Frcan A Sfstm of Can For SePtrdy EmotkmaUjf Dkturbei ChSitrm and Youth by B. A. 
Stnnil & R. M. Friedman, 1986, WasMngtim, DC: CASSP Techi^cal Assistance Center, 
Georgetown Unlveisily Child Oevdopment Center. Reprinted by pennisslmi. 

services are a vaibble in a g;i ven state. The task for planners is to determine 
the availability of services in each geographic region targeted for system 
impact and to deagn strategies for irKreasing their access by consunws. 
Given the likelihood that ^ps in the continuum will exist in any given 
geographic service area, planum shouki compare existing services to a 
projected continuum after systems change has been accomplished. When 
doing this, they si^uld bear in mind that services in tl^^ midrange of the 
continuum are likely to be in rfiort supply (Bchar, 1990), and that more 
services should be available at the less restrictive (community-based) end 
than at the more restrictive (residential) end (Stroul & Friedman, 1986). 
Behar (1990) presents a a>mpari»n of the present availability of mental 
health services with a proposed continuum, represented in Table 5-2- 
Comparisons of the specifk: services needeii to those presently available, 
in conjunction with asses^nents of client characteristics and iweds, will 
help planners accurately identify taigets for change. 

Strategies to Modify the Mental Health System 

This set of strategies imrludes specific steps that may he taken to addrc^ 
the n^orms needed for mental health agencies to promote system of can? 
developnwnt. The goal of these strat^es is to shift the philosophy, 
policies, practices, and resound of the mental health system to promote 
conununify-based, child-centered systems of care. One set of strategies 
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TABLE M 
C«npoiienli of a Syitciii of Caie 



1. Mental Health Sovicw 

Eaily ld«)tifkation and intervention 

Assessment 

Outpatient treatment 

Fkmie4»sed seivkes 

DaytreatmCTt 

Eimgency sefvkes 

mpetitk fositsar care 
i hoBpeutkr group care 
Therapeutic camp services 
Independent living savices 
Residmtial troatmcaftt servkes 
Crisis resklential services 
Inpati^t hospitalization 

2. Sodal Services 

Protective services 
Bn&ncial assistance 
Home aid services 
Respite services 
Foster care 
Adoption 

3. Educational Services 

A^essment and planning 
Rescnarce rooms 
Self-contained special education 
Special schools 
Homcbound instruction 
Residential schfxils 
Alternative prc^rams 

4. Health Service 

Health education ami prevention 
Screening and assessment 
Primary care 
Acute care 
Long-term care 

5. VocaHosuiI Services 

Career ed-Kration 
Vocational asse^mient 
job survival skills training 
Vocational skills training 
Work experittwres 

job findingr placement, and n>tention services 
Supportedemployment 

rrnn ^ Continued 



IntegnMng Services f 45 



TABl£ 5-1 (conHnued) 
Component of a System of Care 



6. RecmitifmalServkef 

Relationshipp . . significant fA}^rs 
AftfiT-sctHXH ; i^nuns 
Summer camps 
Speckl reoncation projects 

7. Optiational Services 

Case n^nagcment 

Self-help and support groups 

Advocacy 

Transpoitalton 

Legal services 

Volunteer programs 

Smrne: From A System of Can for Sevenfy Ematian^fy Dmturbmi Oiildmt md Youih by B. A. 
Stroul & R M. Bledman, 1986. Washingti»)« DC: CA9SF Techitical Assistance Center, 
Ceorgplown University Child Dcfvdbpn^t Ccnta-, Ref printed by permis^cHi. 

a>nsi$ts of devetoping or participating in the d*?veIopm«ml of program or 
staffing guidelines and standards fur system of care components. States 
nrwy also focus on revising the rules arui regulations governing slate 
fuiKiing of mental health services to make systems of care for children a 
top funding priority (Stroul & Friedman, 1^). 

Strategics that impact (he legislative process can include drafting and 
submitting Ulls for syston of <^re amponmts and consulting with 
legi^atoi^ and legislative committees regarding the needs of the target 
population. Other strategies include persuasive techniques to influence 
th^ budgpt preparation process within tl^ mental health departn^nt, or 
its equivalent, as well as tlK^ preparation of special legislative budget 
issues and packages. Alternate strategies may attempt to access new 
monies or pursue the reallocation of resources for the development of 
more appropriate^ community-based children's services Suggested strat- 
egic to influence tt^ ctevetofmient of new sCTvices, programs, or 
n^chanisns at the community level imrlude asking county boards or 
commissions to institute r^latoiy or budgetary changes that eiKouiBge 
the creation of system components and erf multiagency serving networks 
(Stroul & Friedman, 1986). 

Strategies for Intd'i^enty Collaboration 

These measures iiKlude educating other agencies about the needs of EBD 
children and youth, advocating fm the target pofnilation in an attempt 
to recruit ottWr agencies into the system, sharing resources among I^alth 
and human service agencies^ and creating a network of agemries commit- 
Q ted to addressing the needs of this population. Planners should be 
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TABLE 5-2 



ComiNurisim of Servica 



Current 



S^em 



Hwpifaliiation 
Reridential treatment 

Lai^ge setting • * 

Cfouptome * 
Pmfessiona! paraiting, specialized foster care 

Supairised independent living • 

Diy treatment ^ 

High management— full day 

Moderate managemCTt— full day • 

Moderate managCTient with public school— half day • 

Therapeutic vocational pUK^nenl • 

TTicaapeiitic preschool (ag^O^) • 

Evening treatment 

After scmx>! or work— half day equivalent 
Theiapeiitkr camping 

Weekend, summer, or year round • 
Outpatient 

Individual treatment (offke or hom^ • • 

Family treatment (office or home) • • 

In-school support services 

Eme^ncy services (available 24 hrs./day) • • 

Family preservation 

In-home crisis stabilization • * 

SmifCfT ^'FinaiKlng mratal Iwalth services children and adolesccnte," by L Bchar (p. 129). 
BuUeiin of the Mmninger Omk, Vd. 54, pp. 127-139, Copyright 1990, "nie Menninger 
Foundation, Topeka, KS. Reprinted by permissicwi. 

prepared to organize, servcon, or consult with a widearray of interagency 
task forces and committees- Some of these groups may br ' ni H a ted by the 
state legislature or the governor, while other interageiKy ta^k torces may 
be a staff initiative. The success of interagency ta* forces depends on 
obtaining representatives at the right level (those v«th access to power, 
but dose enough to affect operations), ensuring that tadcs and roles arc 
meaningftjl, and providing evidence that recommendations are taken 
seriously (Stroul & Friedman, 1986)- 

At the community level, the major strategy is to create a network of 
agpiKies to collectively address the system of care. This interagency 
network can serve as th" focal point for local planning efforts for the 
system and canprovidesyslemlevel coordination of SCTvices, Interagency 
or interprogram agreen^nts often are used to induce agencies to be 
collectively more responsive to the largpt group- These agreements may 
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docun^ted work plans and detailed piDcesses for providing services 
ami exchanging client information. Th^ agreen^ts sdlmild be £m>ni- 
panied by im>vi5ions for im|^mentatk>n thnnigbout tl^ system and for 
any reqiddte technical assistance (Slroul & Biedntan, 1986). An inter- 
agency memorandum of agreement developed between edtK:atk>n aiKl 
mental health fcH* tlwBltMigrass IMPACT pro^ iscontairad in Appendix 
C on pagp 109. This agreement was developed by a committee lejwsent- 
ing educational agencies in the project region and i^^tiated between the 
Kentucky DMHMRS and the 22 public school districts in this re^on, as 
well as the Kentucky Scl^l for the Deaf. Included in the <tocument are 
five prindptes of agreement relating to confidentiality, costs of services, 
transportation, due process procedures, and n^nagement information 
systems; descriptions of specific referral assessment treatment planning, 
intervention, and foltow-through procedures, and a statement re^rding 
the effective date of the procedures. Attention to detail is important in 
such interagency agreements because of the complexity of tl^ informa* 
tion and services shared (as well as the sensitivity of the former), areJ the 
lack of experience nwst agencies have in working together. A consent to 
treatment and consent for release of confidOTtial information also was 
developed to facilitate interageiKy collaboration and information ex- 
change. A copy of this form is also included in Appemiix C. 

Strategies for Technical Assistance and Training 

These strategies arc directed at both the state and kxal levels, and are 
designed to provide information on concepts and ^Is, policies and 
procedures, tactics for identifying and solving problems, ami evaluation 
techniques* Surveys and other assessments are among the methods used 
to plan technical assistance and training initiatives (Stroul & Friedman, 
1986), 

Training ^ategies often involve sponsoring, cosponsoring, organiz- 
ing, or contracting for statewide or regional amferences, \rark^ops, and 
seminars. Ongoing training prc^ams, ^h as a statewide training 
program for case managers, may be desig^ted and conducted (Stroul & 
Friedman, 1^). Training materials and resources have been devetoped 
l>y C A^P, and states that have initiated plans for SEDchildren and youth 
may be willing to provide technical assistaiKe. Robert Cole, Deputy 
Director of the Robert Wood Johnson Foundation Child M^tal Health 
Initiative^ observes that training has played a key role in tl^ success of 
pro^s supported by the Foundation (R. CoUt, personal communication. 
May, 1991). Trainii^ for j^rcnts, advcKates, legislators, and the public, 
a^ well as for staff, is the vehicle through which an interagency attitude 
Q is communicated and learned. p. 
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Strategies for Constituency Bnilding and Participation 

Three points are important with regard to this set of strategies. First, key 
individuals and groups should be included in planning for the taiget 
pqnilation at state ami local levels. These key individuals aad groups 
inclikle parents, coraumm, {m>fies«ik)nalsy and child advocates as well as 
private sector pro\'iders and oiganizaiions, including Imsii^sses and 
health insurance providers. Second, strategies arc needed to stimulate the 
devdojnnent of new advocacy groups. Finally, state jidanners and 
policymakers are likely to favor strategies that generate public awareness 
and support for systnn dev^pn^nt activities on bdwlf of duldren and 
youth (Suoul & Frtedman, 1^). 

; o promote the development erf new support groups and to facilitate 
^cvocxy activities, states can provide eitJwr material or nonmaterial 
support. Material support has conssted of ^nsoring statewide and 
regional advocacy confesrereres and workdwps, and providing funds for 
a variety of advocacy pn^ects. Nonmaterial support conastsof supplying 
infonration, such as Icgi^ative ind budget information. Public aware- 
ness and support may be sought through media exposure, workshops, 
and presentations to government, civic, volunteer, and professional 
groups (Stroul & Friedman, 1986). 

Strategies for Local System Development 

The most widely used strata^ in this category centers around the use of 
modd or demonstration programs. Model programs provkie vwrking 
e)(amples of community-based sCTvice approaches and, if effective, are 
very likely to persuade legislators and other decision makars of their 
viability. Such models also serve as a learning base for future plans, 
policies, and programs. Another widespread use of model programs is 
as a training and technical assistamre resource (Stroul & Friedman, 1 986). 
A variety of model programs have been devefoped to n^ ihe diverse 
range of state and conranunity needs. Three pn^grams are highli^ted in 
Owpter 7. As we mentioned previously, Bluegrass IMPACT sems as a 
model for Kentucky's state plan (Kentucky IMPACT). Although only in 
its first year of operation, Bluegrass IMPACT h^ provided training and 
technical assi^ro^ to interageiKy personnel throughout tte state. 

Interagency Program Planning and Development 

As the foregoing discus»on iraiicates, in order to establish a viable 
program, devetopn^t must occur at both the ^te am] k>cal levels. 
Moreover, activities at all levels must be well coordinated to ensure that 
Q services are complete, available, appropriate, are! accountable. 
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LesKiershtp at the state level obviously has ^gnificant influemie m the 
{banning and delivery of servicesat AecOTimunity teveL However, states 
must offer practical a^tance as well. Friedinan (1985) has suggested 
several ways in which states can facilitate interaga^ SCTvic^ including: 
(a) establishing pdides to facilitate programs and the develojmient of 
servfces; (b) providing resources^ (c) providing techracal as^staiKe; (d) 
providing consultation; (e) establishing standaids for ccmimunities to 
follow; aind (0 developing nwnitoring and evaluaticm procedures to 
ensure that communities are jmmding adequate services. Again, estab- 
lishing a mandate without offering tangible services to community-based 
providers is not adequate l^dership. Even prc^rams that are not part of 
a statewidi: in^lcmentation }^n vnll need support ami guidance from 
state agencies and legislators, 

AltlK>ugh state planning and su]:^>ort is a necessary condition for 
successful implementaticm at the a>mmunity level, it is not suffic^t. As 
Stroul and Friedman's (1986) planning Elegies indicate, much Kti vity 
must occur at the local community level. Knoff (1990) offers 10 useful 
guidelii^ for enhancing community involvement 

1. Respond to what people want for their children by umler^anding 
the conditions of family and community life. 

2. Adopt an ecological perspective; that is, see the child in the context 
of the family, ainJ the family in tl^ context of its social networic and 
community environment. 

3. Identify and capitalize on the strengths of children, familira, ami the 
community. 

4- Promote a sense of community by fostering mutual aid, affiliation, 
and involvc^nent in community life, 

5. IVonwteempoweni^t by creatingcommunity processes that foster 

competence, control, ai^i involvement- 
s' Provide flexil>ility and diversity in programming as needed to adapt 
to community environnwnts. 

7. Coordinate %vith otlw groups and services to enhance the quality 
and continuity of programming. 

8. F%ilitate clients' aixess tootle services. 

9. Identify how institutions can adapt to provide optimal support to 
children aiKi families* 

10, Provicte ongoing evaluation to identify and document t)^ intended 
aiKl unintemied in^>act on the child, family, social network, and 
community environment* 

These gukidii^ provide a philosophical as well asan operational ba^s 
for community-based inta^gency programs. Romeo, Mauch, and Mor- 
Q ri»n (1990) offer several conservations that relate to a philosophy of 
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community services for persons with psychiatric disabilities. Although 
their following observatfons target services for adults, they arc equally 
rdevant for programs serving diildren and families: 

1 . Tlw omsumers of nwntal Iwalth s«wcs can iitentify rralistic g^ls 
forthemselves,and these should be factored into planning a system's 
SCTvices. 

2. n ? mission of the system is to help persons function better with the 
/east amount of cm^ing as^stance from agents of the mental health 
system. 

3. Improving client fonctioning, not simply maintaining them in the 
community, should be part of the system's misaon. 

4. EmoticHially disabled persons' yWUs and supports relate to commu- 
nity outcomes more strongly than do tteir symptoms. 

5. C3ients need different services at different Hmes, and at different 
levels of intensity. 

6. Many persons with emotional disorders don't want the services that 
systems provide because they often find these unappealing, inap- 
propriate, or den^nding. 

7. Many persons who work in programs serving clients have not been 
appropriately trailed, nor do they possess natural clinical abilities. 

8. New technology and new facts relevant to community support and 
rehabilitation are being reported almost daily, and these new 
developments must be iiKorporated into the plan in an ongoing 
manner. 

On a more specific levd, planners must addre^ the isaie of how to 
implement the planning process. The Regional Resource Center Task 
Force on Interagency Collaboration (1979) developed a process outline 
for intera^ncy planning, shown here as Figure 5-2. This flowchart depict 
specific steps for five stages of planning: establishing the need, establish- 
ing the database, identifying the planning targets, establidiing inter- 
agency provi^ons, and assuring collaboration in service ddivray. The 
strategies described by Sb-oul and Friedman (1986) can be applied within 
this framework. It is important to note that coordinated interagency case 
planning ami implementatfon are much less likely to occur if deacons 
{deviously have been mjwte at highw levels, planning has occurred 
unilaterally byasii^agpncy,or participation hasbeen restricted tostate 
agency leaders. To successfully establish an interagency attitude among 
all conslitt»nts in the ^tem of care, systan planners must model this 
attitude through broad-based mulliagency participation. 

Leone (persoi^l communication, August, 1991) suggests that oiw 
strategy for pronwting interagency partidpation, local sy^em develop- 
Q ment, and constituency building is through the introduction of "sclf-in- 
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A PmcvM Oudim for Intci agci tcy Pkitnii^ 



Establishing the 
Need 



Dttetmme needs and 
radcmale for inttiaticHi of 
iiiterprogwii 
collaboratfon project. 



Defifm service delivery 
populatim of interest. 
2D 



Establishing the 
Database 



jdmf^ agenctes and 
programs seivif^ CH- 
authorized to wsxwe the 
target population(s) and 
contact agency 
administrator. 
3.0 



Define current {Tfogram 
poiides and services and 
respon^bilitiesof 
identify pn»nims. 
4.0 



Identifying the 
Planning Tai^ets 



Compare local programs 
and proceduies iktoss 
agencies Ui identify gaps, 
overiaps, constraint, 
and other linkages. 
5.0 



Uentify local policy and 
procedures wherdn 
modifications would 
enable satisfaction of 
need and rationale for 
collaboration and specify 
the needed 
modifications. 
6.0 



Establishing 
Intmgency 
Provisions 



Determine which modifications can be made on the local 
level and incorporate these modifications in a local 
interprogram agreonent. 
7.0 



Assuring 
Collaboration in 
Service Delivery 



EruAk implementation 
of interfm^ram 
modifications. 
8.0 



Imjiment local 
evaluation functions. 
9.0 



Soum: From GuiiteU]^ for Pr^>aring Intera^ncy Agrecsnaits. intmgency CeiiabonUkm m 
FiJI Servkes pr Hmdkapped OnUrm emi Youlh, VtAww Two: A CuMe to Local bnjAemenMion, 
1779,by theRegiondlResouieeCenterTasIc Fwceon Interagency Crflaboratimi, Dqwtment 
of ffcalth, EdiKatk>n, and Welfare. Repinted by peimissksi. 
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terestargun^ts.'' SelMnterestarguimmtssugg^ that specific outcomes 
(e.g.^ tl^ formatkm of interag^icy services for EBD children and tiieir 
fantilies) be linked to the fm>fies5io]^ status, interests^ w wdl-beii^ of 
t}K>se in a portion to change the mani^ in whkh SCTvk^ 
Sudhi tactics create an institutional su{^x)rt base for interagc»Ky ooUabo- 
ratk>n, in that swxessfid intention of infcHination and biterv«ttion 
services becomes one alterion for evaluating a^ncy dliectiveniess. 

Tte crux of planning is devefopii^ pdides ami procedures for dealing 
with ^pedflc cases at the community level Strategies for individual case 
management are available in the literature (e.g., McH^nk et al., 1991 ). The 
model in^lementaticm projects described in Chapt^ 7 illustrate some of 
these strategies. Here we will provide ger^nral guidelines for case 
managen^t* The Multi-ag^cy NetwOTk for Severdy Emotkmally 
Distufbed Chiklren (1987) devdoped a numbCT of usriul suggestions at 
this level, including ground rules for multi^OKy case planning, a set of 
fnindples^ and gener^ri guiddines* Their reconuraiKied ground rules 
include the rule that only oi^ person at a time can serve as a client's 
de^gnated case manager on tl^ case management team. The role may 
shift acro^ time, but case manager transfers must be formally designated 
in the case plan. This rule prevents confusion and bickering regarding 
who facilitates the meeting agenda for tite client. TI^ Netw>rk advises 
that all members of a case management team continue to serve as the 
reprcscntativeofthdra^ency'sportionoflhecasepbn.ThispoUcyav^^ 
confusfon about who isempowered to speak for the agemries represented 
on the team, and increases the likelihood that services promised will be 
delivered. The Network also ^ggests that if commumty4>ascd alterna- 
tives to residential treatment are not yr t achievable, the case management 
team should strive to plan a community-based residential placement for 
tlK? shortest possible time. This is not to say that residential placement, 
even psychiatric ho^talization, is not i^eded for some cases, but when 
provided, specific timelines ^uld be set to to return the client to the 
community and home. Furthemwre, it is recommended that the case 
managen^t team be respoi^ble for a client'sinteragency case plan even 
when placement in residential trcatnuml is necessary. Finally, the 
Multi-agency Net%wrk for Severely Emotionally Disturbed Children 
recommemis that a plan that includes re^ential placement ^ould 
always include a dischai^ plan constructed by tl^ case management 
team upon the clients admi^ion to tl^ residential pn^ranv A represent 
tative of tte residimtial treatment program should be a member of the 
team ar^ is responsible for delivery of the residential services spedBed 
in the case plan. CXher members of the tram should strive to support the 
O family and assist in the client's transitions back into tl^ community. 
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The principles that the Multi-agency Network for Severely Emotionally 
Disturbed Children (1987) pescnt are directed at both the content and 
process d case j^nning: 

' Residoitial treatment should not be viewed as the trcatn^t of choice 
for most childnsn and youth. 

• Youngsters with EBD will oftrn show significant imjno^^n^t and do 
so sooner if treated in their own communities and preferably in their 
own homes. 

' The soomn* an EBD child can be identified and the soorter a community 
multiagency case plan can be constructed and executed, the more likely 
the child will respond to treatnwnt. 

• Children who are at risk for residential placement deserve to have a 
formally designated case manag»i^t team made up ctf the direct 
service persons from the various agendes who are or should be working 
directly with the diild and family. 

• All case managen^t teaons ^uld be expected to kam to meld tlunr 
individual agency case plans into a multiagency plan. 

A ^neral fomtat suggested by the Multi-agency Network for Severely 
Emotionally Disturbed Children (1987) for cfmducting case planning 
meeting is presaited in Table 5-3. A oi^hour format used in conducing 
Kentucky IMPACT case conferences is contained in Appendix D on page 
119. This appendix also contains a checklist developed by Phillips (1990) 
to facilitate these meetings. 

Problems and Barriers 

In the relatively brief history of coordinated interagency services, almost 
as many problems and barriers have been identified as there arc persons 
to perceive tlwm. Howevw, nwst of these are reducible to a fairly ccmunon 
set For clarity of discussion, we have oiganized these 1^ the following 
levels: system, a^iKy, imiividual profession or disdplii^, and case 
managenwnt and team functioning. Because many pri^lems occur at 
more than one lewl, our grouping is arbitrary. 

Problems at the System Level 

Problems and harriers at the system level include the significant 
challenges of organizing and erKX)uraging hun^n service ageiKies to 
collaborate with each other. The Inireaucradc superstriKrture tlwt envel- 
ops human services in our culture has a fong tradition that is difficult to 
overcome (Nelson, 1989). Children %vith behavior problems and tlwir 
familiesare th? legitimatedientsof a multitudeof service providers, most 
of whom are in separate kxations, have different eligibility criteria, and 
Q areunawareoftheservicesofferedbyotheragencies.Furthennore,these 
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TABLE S-3 

How to Conduct Comnranity Clase Planning 



• Establish case objectives by stating outcome conditions it will take to close 
the case. 

• Draft a case pUn which addxesses the case c^jectives and piescri^ 
services for which each agency reprca«jnted on the case management team is 
responsible for providing dir^y and for which a reforral to an external 
agency or program must be made* 

• Convert the draft case pbn into a list erf tasks associated with persons and 
agencies tl« team believes are or should be working with the chiW and 
family. 

• Identify an appropriate case conference fadUtator. 

• After identifying the fiacilitator, the case mana^ment team may offer to help 
get the case conferees to^}^, but the facilitator shoukl be allowed to 
coordinate the logistics. 

• Each agency should be asked to send a representative to the conference who 
cither is already carrying the case or is in a petition to accejrt a 
service-related a^gnmoit as a c^se plan task memlier. 

■ On the case conference day, the facilitator should be prepared to assertively 
preside. It is important that ground rules be established with i^rd to 
confidentiality and efficient prawaitation of the facts and pioblems of the 
case. 

• Conferees should be asked to sign a declaration acknowkdging the 
confidentiality of the conference and pledging not to discuss the case outside 
of the conference circle. 

• All materials distributed at tte conference must be ^rictly control led. 
Materials should not be taken away from the confenmce unless they are to 
be placed in an official agency fife, 

• The person originally requesting the community case conference should be 
prepared to make the initial pnscntation to the conferees. This overview 
should specify the presenting problem, the presenting ^gimc/s ob^i .-es, 
and an overview of oarrent and previous interventions. 

■ Two minutes of follow-up qi^stions aiKi responses focusing on the 
clarifKation of facts come mjxt in the conference process. 

• The facilitator continiKss to preside over a series of additional agmcy 
presentations. In most cas«, the facilitator will know ahead of time which 
ageiKies are hivolved actively in the case and will have a presentation to 
make. Usually, no more than 5 minutes per a^ncy is allotted for each to 
explain case objectives and pa^ soviet As in the opraing piraoitation^ 2 
minutes is alk>wed for follow-up qt^tfons and reque^ for clarification. 

' After all presentations are made (usually requiring 35 minutes) it is time for 
the conference monbm to design an interagoicy servke plan. U is helpful 
for the fecilitator to stand in front and 1^ the group duough specifications 
by recording specific suggestions on a Wackboard or large raseland pad. 
Specify xpHM (task alignments), will be re^xmsible; and the 
activities or services are to be conducted. 

The ^ilitator then clarifes that those persons with task assignments on the 
plan constructed by the group arc now officially members of the case 
managinnent team. 

pe facilitator then leads the group to designate a coordinating case manager 
for the execution of the intera;;:--.jy case pbn. Often, the interagency case 
manager is the person with the most assignments in the plan or who has the 
most direct working relationship with the clfent, 

,9^ r» r Continued 
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TABLE 5-3 (continued) 
How to Condttcl 0»miniity Case Planning 



As needed, ihe case ma^ager schedules the next follow-up meeting. 
At foUow-up conferences, tt is often necessaiy to modify the case plan 
assisiumaits and schedules. 

The fedUtator (who may mt nuiy not be the interagency case manager) is 
respon^ble for recoiding and dissaninating coj^ of the current case plan 
to all membCTS of the team. 
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agencies arc separated by different philosophical beliefs regarding the 
souite of clients' proWeins--as well as by poHHcal turf issues, such as 
competition for puHic fundsand clients, diffeiencesin goals, vcxabulary, 
and technology. This means that the potential consumer of multiagency 
services must travel to each agency to apply for and to receive services, 
must meet different eligibility requirements and learn different vocabu- 
laries for each service, and must be exposed to different and often 
conflicting treatment philosophies and technologies (Edgar el al., 1987). 

As might be expected, another set of problems coiKems financing a 
system of care. The shared or pooled funding issue has been difficult for 
many communities to address (Jacobs, 1990). Problems may exist with 
regard to the flexibility and ccwrdinaHon of funding. An endemic problem 
is the underfunding of human services in our society. To some extent, this 
shortagecan be compensated by strategies to create funds that are pooled 
from mulHple agencies and used flexibly to support case management. 
Localities usually lack the pooling of funds that allows for such flexibility 
in treatment. As a consequence, children tend to receive the services that 
currently are available rather than the services appropriate to their needs. 
Also, without cTo^-agency sharing of funds, children and families may 
be restricted to those services or resources available through the agency 
that serves them. Case managers have severely limited options if they do 
not have sufficient funds to purchase individualized services or cannot 
access other agency funds for their clients. Thus, flexibility in funding is 
a critical factor in implementing a successful system of care. The funding 
coordination that can result through fiscal partnerships among agencies 
is difficult to develop. Agencies othw than mental health that serve 
children (e.g., schools, child welfare, juvenile justice) may be competing 
in thestate legislature for limited fundingallotments. Tterefbre, they tend 
to view mental health as a competitor for resources, rather than as a 
partis (Jacobs, 1990). 
Agencies also may be concerned that once external funds arc wilh- 
O drawn, the money used for flexible wraparound services will have to 
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come from their share of state funds* Also, control of funds hi^orically 
has been asscxriatcd with ccmtrol of decMon making, a privilege «^eiKies 
may be unwilling to rdinquish (It Cole^ pcrsimal cmnmunicaticm, 
May,1991 ). SepaiBte case eiigilrility eiKourages parents and providm to 
pkK?e children in N^tals as a mearo of acquiring Medicaid reimburse- 
ments In additron, private insurance paynn^ts constitute powcrhil 
incentives for rcsi<tential |m)viders to ke^ children in tt^ "^dec^ ^t^" of 
tl^ service continuum* Even mcH^e detrimental to SCTving children in 
commuruttes is the pres^re exerted cm some parents to relirquish 
custody of their child in order to receive care, which ot>en is residential 
(Jacobs, 1990). 

Otlu^r system-level barriers have been cited by ](^nson (1^). These 
include the lack of a cenbralisoed database for tracking clients^ the absence 
of a common procedure for infwmation dissemination, difficulty in 
defining decision-making rules among program developers^ and proce- 
dures for confidentiality and the transfer of records. Ekier ami Magrab 
( 1 980) identify as proMems tl^ lack of an oi^nizational structure to bring 
agencies together, a temptation for service delivery designers to become 
preoccupied and fixated on tho system design rather than tin? functional 
roles of the s^rst^n, and a l^k of time to include ^aff in tt^ planning 
effort If interagency service delivery is attempted on a statewide level, 
all of these problems may be greatly exacerbated (M. Pennington, 
personal communication. May, 1991). 

Problems at the Agency Level 

Many of these pr(A>lems extend to the agency levcL The roles of particular 
agencies with regard to serving EBD clients and tlu^ir families may be 
poorly understood, or agencies may disagree about the definition of th^ 
torgpt population for interagency services^ Hiis problem may be partic- 
ularly acute regarding differences t^etwcen pul>lic and private agencies. 
These issues may be expressed in terms of variance in client eligibility 
(Johnson, 1989). Historical patterns involving a lack of communication 
among agencies are likely to give rise to such problems as ''turfdom,*' 
competition over clients, jealousy concerning discrepancies in resources, 
skepticism about program feasibility, and failure to a]k>cate responsibil- 
ities to the prc^am (Magrab & Elder, 1980). Myths develop in the 
professional community about what va nous agencies and disciplines will 
ami will not do, the quality of their personiH?! and tli^r services, etc. 
Agencies with bng histories in the stah^ or community arc especially 
prone to a sense of competition. Moreover, they may have developed 
parochial interests that cause them to l>e myopic regarding the needs of 
Q the broader community (Elder & Magrab, 1 980), 
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Froblems at the Ftofessional Level 

With regard to prcririems at tlm f^fessioml levd, Wolle (1!^) observes 
that the very nature of a im>fessicHni seems to require separat^w^ss— a clear 
and distinct id^tity based on unique expertise and an unamUguous n>le 
assigned and sanctiom?d society. Thus, the process of becoming a 
pn>fe^onal shapes us to be like others in our pnrfes^cm and less like 
HKn^xrrs of othar professions. AIOKnigh s^h distiiKtions certainly do 
serve some useful purposes, they also may create competitiveness which 
often is not useful. Competition between professionals probably is most 
unhelpful to the person seeking pofessional help, because in becoming 
a client of one profession, the person is isolated from contact with other 
profe^ons. Wolfe suggests several reasons for the em^gencc of un- 
t^althy professional competition, induding igm^rance of other 
profes^onals' roles arKi contributions to the client, profc:^ional 
egocentricism ami prejudice, fear ctf losing autonomy and power, as wei i 
as such human frailties as pride ard stubbornness. 

Problems at the Case Management Level 

TlKse difficulties and barriers affecting interactions among professionals 
also impact activities at the c^se management level. In Edition, key 
personnel may be lacking or their availatnlity severely limited, particu- 
larly in s^rsely populated areas, (Johnson, 1989). A major problem at tl^? 
agency level is the anK)unt of time required for interagency activities, 
including meetingsand papc-work. Such activities entail agency financial 
expenditures, ami they are iK>t likely to be valued by staff as direct 
client contact activities, which are seen as the chief mis^on of the agency. 
In addition, agatcy staff who lack information or who work in areas 
where servict?s are limited may make inappropriate referrals. 

A host of case managennmt problems involve dysfunctional interac- 
tions among members of treatment teams. Baitey (1^) suggests three 
sources of dysfur^rtion: in the developmental proa*», among team 
members, ami in the wlK>Ie team structure. Devek)pmental pfX)blen^ 
include lack of time for team building, lack of leadership, or staff turnover. 
Interpersonal problems among team members may result from conflict 
betmxm tm> members or may be confined toa single person who iso\^Iy 
dominant, not treated as an equal, or has conflicts with all ott^ numbers 
on the team. Problems in team structure result m an underperfomning 
team because task completion and team functioning are affected: by a 
weak teader or men4>ers who are unwilling to assert themselves; by an 
overetructured team that is rigidly drfirad with few optioi^ for flexibility; 

a team with amtnguous roles in which the lack of clarity leads to 
conflicts, confusion, or withdrawal; or a disorganized team character- 
Q ized by a lack of leadership, l<SK:k of direction, and a lack of structure. 
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Problem Solving 

As our experience in attempting interagency planning and program 
development increases, so too will our ability to identify and resolve 
problems. Fortunaldy, a climate favoring community-based pn^ams 
for children aikl families has en^r^ during the last decade and aj^jears 
to be gaining strength. The populations targeted for interagency pro- 
-ams include prDschool children; families living in poverty; cWldrenand 
families affected by drug and alcohol abuse, physical abuse, or family 
violence; children and youth at ride for delinquency, as well as many 
others. Information and skills gained from the implementation of 
interagency programs for any giv<m population are applicable to other 
populationsas well. Fbr example, Knoff (1990) reviewed programsaimed 
at the primary prevention of enwtional and behavioral pn^lems in 
preschool children. He identified the following elements of successful 
community involvcmtint in such programs: 

• A bottom-up approach to program planning and implementation, 
which includes community participants in the identification of needs 
and g(»ls, is desirable. 

• The community context, including culture and values, is an important 
as^pcct of planning and implenwntation. 

• Prc^rams are flexible and responsive to community needs. 

• Leadership training and support are essential for meaningful and 
effective community involvement. 

• Coordination of se<vices increases comprchensivcm»s, continuity, and 
effectiveness of programs. 

• Building on community strengths and resources facilitates the develop- 
ment of healthy communities. 

• Chan^ made in community or institutional environments can effect 
long-term gains in clients. 

• 1 he enhancement of social networks and the resulting reduction in 
isolation can have positive and measurable effeclson individualsatrisk. 

• Primary prevention prc^ams and research arc h-anslated into tlw; 
language spoken in the communities whore programs are located- 

These elements suggest the features that characterize successful 
programs. But how do interagency programs acquire these traits while 
avoiding the pitfalls of past history and poor planning? Again, the 
growing literature addressing interagency service delivery problems is a 
valuable resource. Space limitations do not permit us to providea detailed 
description df trouble^ooting and problem-solving sugg^tions. More- 
over, while stratifies are general, they must be tailored to the unique 
circumstances of each program; thus, a laundry list of suggestions 
Q probably would be of little help. The resources listed in Appendix B on 
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page 93 may be consulted io address particular areas of difficulty. Also, 
[rfann^ ittay find frintilarities bet>«^en iss»ies aiMj diose Pressed 
by llw model pn^an^ described in Chapter 7. Here, we attempt only to 
identify some gESiCTal strategies and sugge^ions. 

Kir^ (19%) proposed two sets of strategies to address t)^ system of 
children's services. Shmt-nin improvement strat^es targ^ changes 
that can be impten^ted without major overhauls in public policy. One 
such strategy is to locateasmany servicesas practical inoiwjrface, tl^rely 
increasing the convenieiKe of accesang interagency services. Kirst 
observes that school is the institution that has the most sustairad contact 
with children and families, but the school should not be the only hub. 
Child care centers^ churches, ami other a>mmunal sites also should be 
considered. Moreover, parents may perceive schools to be a host:' 2\h . ; 
and may feel nwre conifortable in other settings. Prior to deddiug u, on 
a kxration for multiple SCTvices, Kirst advises that planner jg« ce on a 
coequal strategy to en^re that no single agency is "in chaige" of a group 
of subordinate ageiKies- If one agency, such as the public scIkk)^ i*^ in 
charge, the other agencies probably will do little more than they did 
previously. If colocation is arranged, schools should not have to divert 
their scarce resources to maragement and staffing, .^nstead, county and 
other local agencies should pay for their own personnel and provide an 
overall coordinator (Kirst, 1990). 

Another short-run stratc^ is to base collaboration on a community- 
wide planning procc^ that originates locally and includes broad citizen 
involvement. Techniques for collaboration should be discussed hy line 
workers (teachers, social workers, parent educators, etc.) from the start 
(Kirst, 1990). These tactics can be reinforced by a set of escalating steps 
that Kirst refers to as 'Iwoks,'' "glue," and ''joint ventures." "Hooks" 
formally link a client's f^rticif^tion in one progiam with participation 
in another, as when foster children automatically qualify for local job 
training. "Gluenwney" allows one ageiKy to subcontract with othersand 
assures clients that they can get services in one place. The Ic^d agency 
serves as the ^broker" for the client and subcontracts Ynih otlwr service 
providers. The glue money could be used to pay for a case manager, who 
procuresand coordiMtes resources from otlK?r agencies, "Joint ventures" 
enable several agencies to create partnerships in raising funds for pinlly 
operated programs. This also reduces the tendency for agencies to divert 
sources of funding away from the goals and targpts of the prc^ram. Kii*^ 
emphasizes ttuit the credibility of initial community planning is a critical 
element in these financial arrangenn^nts. Parental participation in pro- 
gram design also is important, leaders at the federal, state, and local levels 
must provide seed money for this planning lxx:ause service integration 
^ takes time and resources. Kirst recommends that these short-run mea- 
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sures be accompanied hy an evaluation pbn in which clients' fuiKtiont ng 
at periodic intervals is ccmipared with baseline n^umires. 

Short-run strategies must be suf^^lermnted by Icmg^ran strategic that 
focus on ttonxrtsof service fragmentaticm* UnivenMty training |Hograms 
are an important taiget for changes tfiat have toi^-tcmi impact on 
prolessioiud ccdlabcn^tion. Kirst (1990) sug^ts that moreinteipnofessio* 
nal {H^pparation programs^ such as cme jm^gram operatii^ at CXuo State 
University, be created. Programs should be developed at both the 
preservice ami inservice level, and ^uld target interprofessional policy 
analysis as well as the opportunity for students and professionals from 
various discipUnes to work togett^r informally. 

Another long-range solution involves a major rethinking of local 
go^'emment structure in this country. Kirst (1990) identifies the Minne- 
sota Youth Coordinating Board as a model structure. Power is shared 
between the city, the local school district, the county, the park and 
fvcrraiion board, and the library board* The board has the autiiority to 
levy a local property tax to promote integrated and quality SCTvices for 
childrai. A written interagpncy agreement identifying which ag€mcy is 
responsible for what services is an important follow up to a revised 
policymaking system* Policies involving confidentiality and sharing of 
client information must be revised to ibster collaboration instep of 
preventing tl^ use of information by other agerKries. Kir^ recommemls 
that information systems among agencies be nH?i^ed and computerized. 

The transfer of up-to^ate client information has proven to be an 
obstacle to collaborative int^agemy case intervention. Such data as 
dcn^graphic information, assessment reports, treatment plans, and case 
contact reporte must l>e accessible to agencies participating in case 
nwnagonwnt Because clwngesincHentandwivironmenlal variables may 
occur rapidly, it is important that client databases be accurate and 
up-tOHiato. In a number of states, agencies arc developir^ ^tegies to 
expedite the monitoring, exchange, ami revision of client records. For 
example, Florida's l>?partnwnt of Education has developed the Florida 
Automated System for Tran^erring Educsitional Records (F.AST.E,R.)* 
Tiis system was created to facilitate interdistrict student records requests 
through a centralized computer sy^em. It also is used in the exchange of 
information between schools and postsecondary institutions (K. Brock, 
personal communication. May, 1?W). Althouf;h in the devetopn^tal 
stages computer information systems are costly and labor intensiA^, tl^se 
initial outlays reap later div^emls in terms of saving staff time and 
providing prompt, accurate client information. As human service agen- 
cies enter tlu? computer a^, aca?ss to the necessary l^rdware and 
software will become simpler. Such issues as compatibility amrng 
sy^ems and protecting the confidentiality of client infom^tion mr st be 
^ addre^ed before a centralized client infonration system is developed. 
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State ^vcmment Should have an active role in funding toca! planning 
£md providing ^rt-upcapital Kirrt (1990) kloiHf^ asa prmquisite 
tt^ merger of state legislative jurisdkticms am! a new state m^dianism 
for waivii^ state regulatwro created fm vartous human service agemries. 
Calilbm» has pased legislation ot»ting a State IntmageiKy Qiildren's 
Services Coordinating Boards composed of state agency les^iers. Counties 
are encouraged to create tlKfir own intoagency coundls to imrlude the 
following duties: 

" Ensure a>llaboration and county-wide plannii^ for the provision of 
children's services 

• Identify ageiKies that have significant joint respon^bility for children 
and family services 

• Identify gaps in services to specific populations 

• Etevelop policies and set priorities to ensure the effectiveness of services 

• Implement public aiKl private collaborative progran^ 

• Provide for county-wide interagency case management to coordinate 
resources. 

Jhex interagency councils will devise 3-year plans for phasing in a 
coordinated children^'s delivery system (Kirst, 1990). The Kentucky 
legislation, described in a previous chapter, addressed the same goals, 
but countywide interagency councils are substituted by coundls serving 
a multicounty area. As Friedman (1^) rfjservcs, son^ counties are too 
small to need or to afford a full system of services. In such cases they can 
work in partnership with other counties. Also, some low ir^idence 
disorders (e.g., hearing impaired emotionally disturl)ed diildren) may 
need to be served by a program serving a number of communities. 

Finally, Kirst (1990) points out that both short- and long-run stratc^es 
will not be ^ccessful if parents are not involved and helped. Parent 
education and pn^ams that result in improved family processes are 
crucial because public services are not sufficient by themselves. The 
partkipation of parent and ^vcH:acy groups in the initial planning and 
devetopmcnt of services will increase grass-roots support and communi- 
cation throughout the ^stem while reducing the potential of client 
alienation. 

Ii^vitably, a change in ediKational or residential placement must be 
conskiered for son^ children and youth. As Behar (1^) observes with 
respect to North Carolina's statewide continuum of care program, while 
only a fraction of the children in the ^te program are h^pitalized, this 
number is not zero. For a variety of reasons, changes in placements may 
be necessary: from a i^tural to a foster honv?; from one school to another; 
from regular to special education; or from sclxx)! and home to hospital, 
Q residential school, or correctional facili ly • And, of course, transitioi^ must 
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occur both ways, especially in programs aimed at reluming childrcn to 
community settings from nwre restrictive environironts- The nwrage- 
ment of such transitions is the litmus test of effective interagency 
collaboration, Edgar and his colleagues (Edgar et al., 1987) have studied 
transition problems for son« time, and have developed strategies to 
facilitate transitions between a number of hun\an service agencies— from 
infant centersand Head Start programs to public schools; from secondary 
special education programs to community-based pn^rams for persons 
with developmental disabilities; from secondary special education to 
vocational rehabilitation prograns; ami for the delivery of concurrent 
services to disabled children and youth served by more than one agency. 

One such model involves the transition of juveniles between sdtools 
and correctional programs (Webb, Maddox, & Edgar, 1985). This model 
was developed from the authors' study of how public schools and the 
juvenile justice system relate to one am>ther and process information. 
They identified problems in four broad areas: awareness of other agencies 
(including their policies, procedures, client eligibility criteria, and pro- 
grams); the transfer of rea>rds from schools to institutions and vice versa; 
preplacemer t planning; and maintaining placement and communication. 
Webb et al (1985) developed assessment prcKcdures and 36 strategies 
addressing specific problems in the^ four areas. For example, strategies 
targeting interagency awareness problems include: 

1 , Holding a meeting of interagency adnunistrators. A major product 
of this nteeting is a list of roles and responsibilities of schools, 
community workers, and institutions that is disseminated among 
the involved agencies. 

2, Providing staff inservice training, including sessions for selected 
staff from each of the involved agencies. These training sessions 
provide information about each agency. 

3, Scheduling institutional visits, in which staff from schools visit 
institutions and institutional staff visit schools. 

Each stratc^ contains spa:ific guidelines and materials (e.g., meeting 
ager^ia, outlines of activities, forms for giving and receiving information, 
and evaluation forms). This modd can be adapted to other transition 
problem areas. 

The succesrful implementation of conununity-based interagency pro- 
grams involves proce^cs that must occur in several stages and at multiple 
levels. It is critical that planning involves persons reprinting all 
concerned parties from state agency personnel to ronsumers. Further- 
more, from the very first, agency planners must model an interagency 
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attitude (Phillips, 1991), Input from the prof^onal and lay community 
must be sought constantly and ^vely and used in a systematic fomiati vc 
evaluation process. Fmally, it is important to use existing resources to 
save time and to avoid repeating mistakes. 




6. Outcomes and 
Benefits 



The goals envisioiwJ by the creators of a>nuiiunity*based interagency 
prefects are clear and consistent: to crable children to maintain a ^xxi 
quality of life and mental t^lth in their hon^ <x)mmunities; to more 
efficiently and effectively use community resources; and to reduce the 
useof expensveand unnecessarydeepei^ senoces.Thesegoals translate 
into straightforward evaluation plans; hovi^ver, l>ecause the inr^lementa- 
tion of interageiKy programs is still in ite infaiKy, oomprehen^ve 
outcome data are not widely available. Given the lack of systematic 
evaluation procedures and of consistent research findings, reported 
outcomes should be con^dered to reflect 'lx?st practices^ rather than data 
proven techniques (E. Ed^r, personal communication, July, 1991 ). In this 
chapter we present tlni outcomes and benefits desired of interagency 
programs, review strategies that have tx?en used to achieve these results, 
present some available outconn? data, and highlight some of the compo- 
m?nts of a comprehend ve evaluation plan. 

Desired Outcomes 

The outcome sought by virtually all interagency progran^ is to reduce 
the number of children reed ving services at the "deep erKJ*^ of the service 
continuum (re^dential treatment and psychiatric hospitalization). The 
belief that early community-based intervention will cost less than the 
enormous financial burden of late intervention involving out-of-commu- 
nity placement is wideq:>read {Multi-agency Network for Severely 
Emotionally Disturbed Children, 1 989)- Howe wr, because of the number 
of children and families who are potential consumers of community- 
based services, reducing the ci^t of tlK?se Servian may not be a Holistic 
goal As Edgar (1990) suggests, many additional billions of dollars will 
be needed to support social programs that addre^ the root cause of the 
majority of EBD children and families' problems: ecoiKnryc poverty. A 
shift in fimindal contiv^gencies is needed to ensure adequate support to 
test tlK? efficacy of community-based programs, 

Jacobs (1990) has summarized a variety of ^tegies used hy states to 
change finaiKT^l incratives and to provide nv>re resouices for commu- 
nity-based services. For example, tl^ Alaska Youth Initiati w ( AYI) uses 
mof^ that would have been spent on out-of-state residential plaa*menls 
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to i»x)vide mdividualized Ireatment programs for children. Vermont 
received a waiver from tte HealUi Care Financing Administo^ticm to test 
a program in which children and youth who meet adnussion criteria for 
infNit^t hospitalizatfon can receive out-of-ho^tal services paid by 
Medicaid. In Ohio passed legislation creating an Interdepartmental 
Ouster for Services to Youth and requiring each cx>unty to establiA a 
local cluster for services to youth. 

The Rc^^ert Wood Johnson Fbundation (1988) Child Mental Health 
Initiative's primary focus is to create mapr changes in the financing, 
organization, and delivery of services for EBD children and youth. The 
Foundation has summarized many of the fiscal options a state or locality 
should consider in des»gnir^ strategies to overcome fiscal problems* The 
highlights include: 

• Expanding private insuraree coverage for services through ne^tiations 
with insurers or through enactment of statutes, 

» Expanding Medicaid coverage by taking ad vantage of existing optional 
services categories. 

• Re^ructuringadministra ti ve fiscal lelatior^hipsbet ween state and local 
gpvemment ag^des to provide greater flexibility and incentives for 
expanding the range of services. 

• Reducing state ho^ital capacity in order to make available resources 
for community-based services. 

• Reallocatingstatemoniest^cappingfostercareandgroupcarebudgets, 
reprogramming block grant monies, or guaranteeing the provision of 
home-based services for clients of the child welfare system. 

• Blending n^tal health, education, juvenile justice^ and child welfare 
resources to increase the availability of services for which there are joint 
agency responsibilities. 

• E>eveloping third-party billing plans to ensure that school systems 
recover some of IJ« costs of supplying health and supportive services 
to children with EBD. 

' Obtaining new state funds for a broader array of home- and commu- 
nity-based mental health supportive services. (Robert Wood Johmon 
Foundation, 1988, pp. 4-5). 

Data regarding the cffectiveneM of these cost-efficacy strategies are just 
beginning to appear in tl^ lit^ture. Senator Edward Kennedy (1990) 
reporte that states with well^eveloped adult community prc^rams (e.g., 
Colorado ami Wiscon^n) have been able to reduce the number of days 
of tospital care per capita to as much as 50% below the national average. 
Perhaps even more importantly, Kennedy iiwlicates that persons in 
cx)mmunity programs have fewer symptoiro, greater life satisfaction, 
more positive social relationships, ami spend 1(^ time unemployed than 
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do comparable persons who remain in tl^ lK>^ital. Behar (19%) notes 
that tl^ annual cost of serving about l^GD children in ccmununity-based 
jHograms in Nortii Carolina is $30 million dollars, or $25,000 on each 
dtild, ''a modest amount compared to the cost of tKKS^talization or otiier 
types of residential care'" (p. 133). In 1986, the Florida Human Resource 
Servtees Case Review Committee and the SED Network Planning Team 
be^n a collabOTative effort to develop and implenumt community-based 
discharge plans for eight youth who were living in residential treatment 
facilities. The projected annual coslsof continued hospitalization for these 
clients was $218^7 through June 30, 1987. As a result of careful 
multiagency case planning, these children were able to return home and 
receive wraparouml services in tl^ir communities at a total purchase of 
services savings of $1(F^, or $13,413 per child (SED Network Confer- 
ence,1987). 

Potential fiscal savings is only part of the desired set of outcomes* 
Reductions in the costs of deep end placements arc achieved by retaining 
clients in community settings. On this point, it seems clear that programs 
are able to reduce tl^ reliamre on re^dential and }K)spita] placements. 
Behar (1990) reports that only 18% of the children served by the AYI have 
required subsequent hospitalization or residential treatment; the rest are 
making satisfactory j^ogress in Omr home communities. As we reported 
earlier^ only a small fraction of tlw 1^(X) children served in the North 
Carolina program are hospitolizcd (Behar, 1990). 

Behar (1990) has proposed an evaluation model that compares services 
and costs of traditional programming for individual children with those 
of a system of care. Her ai^I)^is for a child with serious mienlal health 
problems is presented in Table 6-1, and an analysis for a child with 
nK>derate problen» is shown in Table 6-2. This model shows the services 
provided and ihe specific cx)sts of c^h. A services-by<osl evaluation 
model such as this clearly docurr^nts the resources and funds used to 
support children in community settings. Furthermore, it allows inter- 
agency planwrs to perform specific analyses of the services and costs on 
a dient-l^-client basis. 

Such comparisons do not permit specific analyses of the effectiveness 
of services received, however. Data bearing on this issue generally are 
(terivcd from individual client treatment plan ^Is and evaluations by 
care^ vers ami otl^s regardii^ the adjustment and succe^ of children. 
The evaluation pkin proposed for Bluegrass IMPACT includes compari- 
scms between acce{:Hed and nonacoepted childr^ (wl» con^^ituto a 
control group) at the time of nomination and at monthly, quarterly, and 
annual intervals on suc.i items as number of problems, family and setting 
risk factors, a '"restrictiveness factor" based on the total of placenumt 
Q ratings by the proportion of the year in that placen^t, as well as 
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TABLE 6-1 

Comparison of Servkes for • Child with Serious Mental H«dth Problems 



Current system: 

Serxnces 

Hospital 

Residential treatment 
Living at home 

outpatient for child and family 
Total 

Avenge cost per day: $244 



Ckiys 



60 
36S 

m 

608 



Cost 



$ 31,800 
113,150 

2322 

148302 



Pwfwsed system: 
Service 


Days 




Hospital 


15 


S6,429 


Graup home 






day tn^tmcnt 






outpatient for family 






case management 


227 


76,327 


Living at home 






day treatment 






outpatient for child and family 






case management 


183 


18,2% 


Living at home 






outpatient for child and family 






case management 


152 




Total 


608 


105,216 


Support services 




3.W0 
108^16 


Aveiag€ co«t per day: $178 







Source: •'Rnandng Mental Health Servkes for Children and Adolescents'* by L Behar (p. 
137). BulleHn of the Mennmger Oink. Vol. 54, pp. 1 27-139. Copyright 1990. The Menningcr 
Foundation, Tc^ka, KS. Reprinkd by permls^on. 



follow-up on the services and placements of nonaccepted children who 
were nominated (Illback, 1991). 

Such data are useful for individual client tracking* However, they are 
not sensitive to the impact of systems chan^ on the services available 
to children and families in general, and on the growth of community- 
based services in particular. Friedman (1^) proposes that cx^mmunity- 
based intervention offers a number of benefits, including: 

• Greater family involvement, which Is frequently critical to the success 
of treatment 

• Less disruption for the child ainJ family, requiring fewer transitions in 
and out of the community 

• Facilitation of involvement of other key individuals (e-g., extended 
family, teachers, ministers, coaches, etc.) 

• Use of community resources, thereby reducing the cosl of treatment 
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TABLE 6.2 

Comparison of Setvkcs for a Child with Moderate Mental Health Problems 

Hospital 60 $31,800 

fosld«ntial treatment 183 56,730 

Living at home 

outpatient for child and family 1^ 
Total 426 92,082 

Average cost per day: $216 

^ ^'^ 
In-)K>mc crisis Stabilization 30 H9S0 

Living at tome 
day treatment 

outpatk*nt for child and family 

case management 
Outpatient for child and family 

case management 
Total 

Support services 



Avemgc cost per day: $83 



213 


23,640 


m 


4.776 


426 


33^366 




KXX) 




35,366 



Source: '^andng M^tal ffcalrh Services for ChUdren and Ad<4c90pnts' by L Behar {p. 
138). Bulkim of the Mennif^er aink. Vol, 54., pp. 127-139, Ct^yright The Menninger 
Foundation, Ti^?eka, KS. Reprinted by pennissdon. 



• Increased likelihood of good coiiaboration between agencies on a local 
community level wten llw child remains in the community 

• Greater community involvement, resulting in more support and ad vo- 
cacy for improved services 

• Tte geneTBtion of local funding to match other sources 

• Increased involven^t of citizens as volunteers 

• The creation of closer relationships between public and private sectors 
•Greater accountability and less likelihood of abuse, «nce referral 

soun:es, family.ai^ others can visit tl¥?child and tl^programon a nwrc 
regular basis 

• IiKreased likelihood that services that meet the needs of individual 
communities and that capitalize on community strengths and resources 
Mrill be developed 

• Tte increased likelihood of careful community j^nning 

• Tte developn^t of community acceptance of responsibility for sming 
its own children. 

er|c 7i) 
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These benciits should be coi^dercd when developing an evaluation 
plan, so that the focus erf evaluation will not overlook important variables 
Regarding conununity mobilization. 

Designing an Evaluation Plan 

Each evaluation plan should, of course, be tailored to the specific 
circumstances of each i^te or community project. However, planners 
who follow somQ geiwral guideliTOS will find the results more useful in 
terms of docuw«mting program impact and demonstiatii^ the need for 
more resources. First, a research component should be an integral part of 
a program evaluation plan. Not only are outconw data critical to 
establishing a valid database which guides future researchers, but also, 
research activities are a means to attract additional assistance from 
university professors, graduate students, and others, and to promulgate 
long-term outcx)nH? or shtirt-term proa?dural studies that may influence 
future fuiuJing outcomes (S. Fomcss, personal communication, July, 
1991)- 

Second, evaluation procedures should address both outcome and 
process dinnensions. Outcome data imrlude measures of child and family 
status before, during, and after intervention, as well as the types, duration, 
and CDste of services provided. Ideally, comparable data slK)uld be 
obtained on control groups, sonwof which receive no treatnient and some 
of which receive unintegratcd treatment, to pem\it analyses of the relative 
efficacy of the program. Measures of social validity (Wolf, 1978) also 
should be taken regarding parent or caregiver and client (if appropriate) 
satisfaction with the results achieved. Process data include measures of 
the treatments given, tin? resources consumed, and service provider time 
expended. A major problem in the delivery of coinplex treatment 
packages, such as an interagency treatment plan, is provider fidelity to 
the lreatnu»nt procedures as specified. Failure to implanent a treatment 
plan correctly is a primary reason for ihe failure of intervenHons (Lane & 
Burehard, 1983}* Therefore, evaluations of procedural reliability (Wolery, 
Bailey, k Sugai, 1988) should bo conducted whenever feasible- 
Evaluation also should occur on two levels. Summativt; evaluation 
occurs after intervention has been completed, whereas formative evalu- 
ation takes place during the intervention proccK (Howell, Kaplan, & 
CConnell, 1979). The intervention process for children and youth with 
serious emotional and behavioral difficulties is likely to require extended 
periods of tinw; tlH?refore, summative evaluation data, while useful in 
terms of overall program evaluation Tt\ay be less helpful to intervention- 
ists for planning and modifying services to individual clients. Fonmli ve 
evaluation procedures should include feedback loops from clients to 
Q providers and evaluators^ as well as from providers to planners and 
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evaluators — if such procedures are to result in im^aningfu! adjustmOTts 
in clients^ programs. The data collected for forntatii^ analysis should 
consist of dient progress^ n^sured against short- and toi^-teim treat- 
meni goals, as well as measures of client /caregivCT and servk?e im>vider 
sati^action with treator^t progress and tte specific intervention proce- 
duies. It also is important to include prooxiurcs for otto* jMDfes^onals 
and lay persons who have contact with the dient to provkle fonr^tive 
evaluation input. Tlwse persons often have perspectives on clients* that 
are useful in evaluating and adjusting interventiom»* 

Finally, because of the nature of human problems and the complex and 
difficult drcumstanccs interagotcy programs for EBD children and their 
families must addn^^ evaluation should entail long-term evaluation of 
outcomes. The ultimate measure of the effectiveness of interventions 
aimed at such chronic human conditions as social maladjustment and 
mental illness is s^iccess in adapting to Ufe as an imiependent or 
semi-independent person. Furtl^rmore, it is likely that a number of 
children with EBD will require long-term supportive environments 
(Wolf, Braukmann, & Ramp, 1987). The success of interventions for some 
individuals must be evaluated against the human and economic costs of 
prolonged institutionalization. 
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AItl¥>ugh the preceding chaptm have offered detailed information 
regarding intera^icy collal)ora tion^ the sheer wlume ami complexity of 
this information perhaps have left readers with an ab^ct impression of 
th^ actual proce^. Therefore, in Chapter 7 we present an overview of 
three programs: one statewide (the Alaska Youth Initiative), one regional 
(Kuegrass IMPACT), and wiecounljrwide (Ventura County, California). 
These programs are diverse in scope and demography and thus sample 
a rrasonable range of characteristics likely to o^nfront interagency 
planners. We will present only the highlights of each program in this 
chapter. More complete descriptions are provided in Appendia?s E, F, 
and G. 

The Alaska Youth Initiative 

The major impetus for the Alaska Youth Initiative (AYI) was the large 
number of children and youth with SED wIk> were being sent out of stale 
due to the shortage of residential treatment facilities in Alaska* Although 
the development of in-state residential facilities in the late 19^ resulted 
in a reduction in tin? number of out-of-state placements from as many as 
200 at one lime to between 40 ami 90, the cost of supporting these youth 
was great. A survey of 37 states revealed that a total of 4,098 youth were 
in outK>f-state placements, at a cost of $204,000, 'X)0 a year, or over $50,000 
per child. The average cost to Alaska for each youth placed out-of-state 
was $71,000 per year. Other problems with such placements included 
difficulty in monitoring the programs and progress of the affected 
individuals, a lack of generalization and mamtenance of treatment gains, 
arai a reliance on excessively r^tricti ve placements for youth. Youngsters 
sent out-of-state" included juvenile offenders and children labeled as 
schizophrenic and behaviorally disordered. One factor that supported 
this practice was the benefits realized by individual school districts, who 
were no longer responsible for the cO£:*s of children's educational 
prograns after they moved out of the local school di^rict. 

Most of the operating budget for AYI is derived from gcwral state 
fumis, which previoudy were used to pay for out-of-state placements. 
The AYI planners decided that the funds then IxHng used to pay for the 
care of 37 youth out-of-state would be used to develop in-state Servians 
for these same youth. It also w^s agreed thwil funds would ''follow the 
child"; they would be used flexibly for whatever was needed to serve the 
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youth, except for paying the parents to carc for fimr own child. An 
aoditional $600,000 resulted from a legistotive initiative for youth who 
were at ri^ for out-of-state placement, and thc^ children were added to 
service population. A CA^P grant provided fuixls to hire ^^ec^ists 
to coordinate youth services. The Dcpartn^nt of Mental Health and 
Developmental Disabilities initially paid the admini^rative costs of ths 
AYI, As tlu? number of youth in AY! grew, regional staff were hired with 
fumis that '^followed'' tl^^ children t>adk into the state. 

The first step in creating the AYI was to form an interdepartmental 
team (IDT), comprised of ^ate-level staff from the Departm^t for Youth 
Services, the Dq^artment of Education, and the Department of Mental 
Health and Developmental Disabilities. Tl% IDT concept was patterned 
after the *TCaleidoscope" rmxJel used in lllirois. The ageiKies directly 
involved in tl^ AYI include the Alaska Envision of Mental Health and 
Developmental Disabilities, the DiviMon of Family amJ Youth Services, 
and tht Department of Education. Interagency agreements were deve! 
oped among these agemnies, and a collaborative arrangement was 
negotiated with the University of Alaska, which offers training for project 
staff. 

The goal of AYI is to reduce t'ne nun^:>cr of children and youth in 
tn^tment outside of Alaska. The AYI philosophy o^ ^unconditional care" 
also was adopted from the Kaleidoscope program, Tais philosophy 
maintains that an agency or program should never give up on a child. If 
problems ari% with re^rd to a placement or a program, it is the 
ref porisibilily of the provider to change the structure of the SCTvice rather 
than to tojcct the youth from services* Thus, AYI services are derived 
expressly from client needs. This philc^phy also incorporates the 
concept of nonmlization, which maintains that youth are entitled to live 
in a family or family*ltke environment instead of in large institutions or 
laige group stuations with children exhibiting sinr'-^r disabilities. 

Each AYI youth is provided with a formal treatment and education 
team, ccmiprised of persons wlw are influential in the child's life. TlKJse 
persons may include an attonn^, relatives, parents, social workers, 
tlK?rapists, teach«ers, at^ the youth, depending on his/her age and 
!7iatuiity. Thus, each child has a unique team. A team chairperson is 
appointed from this group. Because of the shortage of professional 
personnel in many parts of the state, extensive use is made erf volunteers. 

rhe team examii^ the youth's basic needs, including tte following 
areas: re^dential, family, social / recrc^tiona], psychological, educational, 
vcxrational, medlca?, ard legal Based on these raeds, the team develops 
a treatment and edvication plan, including a projected yearly co^. Tl^ 
plan is sent to ttie st^^te capital for approval amj if accepted, is 
implemented. Implementation includes specific responsibilities and 
timelines. An AYI staff person monitors the team members and the plan 
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onanoi^ingbasisJnaddition.imnthlyprogrcss reports 

data are sent to til^ state AYI coordinator* The A YI staff omducts quarterly 

reviews on each youth. 

A standardized case evaluation format was developed from a list of 
''peifonranceindicatois''— behavioi^or<^nditions(e.g.,numto 
in a mental hospital) that discriminate between youth who are emotion- 
ally ''iK^althy^ ami those who are not. Through a proce^ of social 
validation, this list was reduced to focus on a maximum of nine 
performaiKe indicators for each client This evaluation system |:»iovide$ 
outa>me measures based on actual tieha viors that the dtizem of the state 
are most concenicd with and want tosee modified. As noted eariier^Behar 
(1990) reports that only 18% of the youtli served by AYI have required 
subsequent hospitalization or residential treatment. Other outcomes 
reported include a reduction in costs> as in-s^ilc care has been found to 
be significantly less expensive than oul-uf-state care. Financial incentives 
to sc}k>o]s for retainii^ children in the system have l^een arrainged, as well 
as disincentives for referring puf^ls out of state. An unexpected benefit 
is a reduction in staff turnover rates. Due to the success of the AYI, since 
its inception in l%5, tin? model l^s been extended to otter populations, 
including children ami adults with developniental disabilities^and adults 
with major mental illne%. 

Bluegrass IMPACT 

As previously mentioned, Blucgrass IMPACT serves as a pilot pro'pxt for 
the state SED plan, Kentucky IMPACT. Ihe goals of Bluegrass IMPACT 
are to: 

1 • Improve interagency ox^rdination of public and private services on 
behalf of children and youth with SED and their families 

2. Ensure financing for a comprehenfave system of care through 
creative intenagency collaboration imd public-private partnerships 

3. Develop a full continuum of immunity- and family-based re- 
sources in tl^ Bluegrass region as a wcce^ful demonstration of a 
sy^m of care that could be replicated and 

4. Reorganize services and provide new services that will make the 
sy^em moie flexible and responsive to the needs of children with 
SED. 

Funding for Bluegrass IMPACT is provided frran state monies made 
available through the state SED plan, flowthrough federal fumis, and r n 
implementation grant from the Robert Wood Johnson Foundation (see 
Chapter 3). The Robwl Wood Johnson grant provided funds to employ 
profes^onals who otl^ivise were not available or who %vere in short 
^ supply in the area, iiKludirg service coordinators, tlK^peutic froter care 
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coordinators, a recreation specialist, in-school support ^Tecialists, in- 
homB fmgtmi staff, flexible response team menibers, and a data 
managen^t specialist, 

Tli^ project is directly ^pervised by a regional intCTagency coumil, 
whkh is responsilde for the ovnall management and nranitoring of the 
project. Ttus council reports to the state interagemy council, which 
oversees the statewide SED plan. The agencies inwlved in Bluegrass 
IMPACT include: mental health centers, district courts, social servircs, 
health departments, private chiki care ladlities, 23 public school districts, 
and olher community resources, who participated in ^gning interagency 
agreements to collaborate in delivering servkes (see Appendix C). 

TJm target population inclmles children and youth who meet multiple 
criteria {see Chapter 2) and who fall in one of three priority groups: (a) 
children currently in the hospital or a residential setting; (b) children at 
risk of moving to a more restrictive setting; and (c) children who have a 
history of multiple out-of-home placements. A goal of serving IJOOO 
children and their families has been SKrt for the 4-year duration of the 
pro^. 

Service coordination {case management) is the core of the service 
delivery sy^em. This is provided by the Local Admissions and Review 
Committee (LARC), composed of rcpresentatives from social services, 
mienta! health, schools, courts, and consunwr groups. Three LARCs serve 
the 17 county region. These groups make admission decisions, review 
services, and f^litate local cooperation. Local Resource Coordinators 
(LRCs) in each of the three catchment areas staff tlw LARCs and provide 
leadership to the direct services staff - The service coordinators ensure that 
children receive appropriate services in a timely, coordinated nwnnrr. 
They broker and provide direct, tangible services, and offer a single point 
of accountability for all agencies working with a particular child. 

Services 

The resources n^de available through Bluegrass IMPACT permit a wide 
array of services. Flexible response teams provide wraparound services 
to children, including cri«s stabilization, special in- and after-school 
support, speciali^ ^Ubuilding (e.g., behavior n^nagement, social skill 
instruction), temporary shelter, in-home respite care, and transportation, 
as determined each child's intervention plan. The flexible rraponse 
team may provide additional support that vnW allow a family to maintain 
a child at home, or at Irast in tlx* community, rather than place the child 
in a more rnstrictive residential setting. School support services are 
provided to iiKrease the capability of regular teachers to maintain 
IMPACT children in their classrooms, to aj^st in the kJentification and 
support of chiklren in counties where few children are klentified, to 
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imnt^se the Oio^peutic potential of ^p»ecia! education classes for EBD 
pupils, and tolntegratechildrenintopeergnra 

staff also provkk consiiltatk)n ami training for school poisonnel, intCT* 
vention for the child ami family in sctool and in the Innne, indivklual or 
group counseling, and as^stance to parents in procuring additional 
servkes for childien* 

Intensive in-lK>nie smdces provide family-based s»i|:^x)rt directed 
toward preventing cm- reducing tite length of inpat^t treatment or 
out-of-community placement of children. In-home ti^afrists provide 
direct casj management services, as well as skill building, behavior 
manaj^nnent consultation, support services, ami prcMcm-s^^ecific coun- 
seling to parents. Tl^rapeutic foster care homes collaborate with the 
Department of Social Services aiKl the community mental health system. 
Family service woiicm and IMPACT staff collaborate on service cooidi* 
nation, training assi^am^, in-home counseling, consultation, and crisis 
backup support. Additional support services may be provided by 
residential support specialists, who are employed by tl^ D^rtment of 
Social Services. While ttese profi^ionals are independent of IMPACT, 
they work with children in residential settings to faciUtatc the transition 
of clients in residential treatment back into the community. 

Many families require specialized services in order to respond to their 
children's mental health ihkxIs. Flexible funds are made available to 
purchase wraparound services. For example, wraparound funds have 
been used to pay children's fees for theiapeutic camp programs. In 
addition, parent support and advocacy groups have been ^Mincd to 
explore broader systems problems that confront parents of IMPACT 
children, as well as other families and communities,. Finally, children 
receiving sclwol support services can continue to be SCTved during the 
summer vacation through wraparound purchase of care, volunteer 
pn:^ams,and IMPACT staff involvement. 

For each child a^pted for services, a Children's Interagemy Planning 
and Implenurntation Team (QPIT) is formed. The men*ers of tius team 
are those a^nny w)rkers with primary respon^bility for the child, 
including a service coordinator, a school representative, a mental health 
tlunrapist parents or guardians, and %vorkm from any other agency 
involved with the family. Thst CIPIT dewlops and monitors an ireJivid- 
ualized interageiKy implen^tation plan. One member of the CIPIT 
serves as the case manager. All members have direct responsibilities for 
f^an impIcnHmtation. 

Individual children's interrigency intervention plans are monitered by 
a service coordinator, who keq>s concerned parties informed of thechild's 
progress, of deadlii^ for decisions ami servia?^ and of any problems 
that develop. Oinical a^essment n^sures are obtained at \he time of 
Q dient intake, at 6-month intervals throughout implenumtation, and upon 



ERIC 



78 I Integrating Services 



exit from the program. A computerized tracking system has been 
developed, which fiacilitates the monitoring of diCTts amm agandes and 
provides nigular information about goals, tin>e frames, deviations from 
trcatmcnt plans, and so forth. The project evaluation plan also calls for 
tracking child/family demographic and risk factors, residential living 
arrangenrtcnts for children accepted info the program, as well as diildren 
in a control gjnoup who receive the services nonmlly available without 
IMPACT. However, some LRCs have initiated OPITs for children not 
accepted into tlv project, tlwreby providing theseyouth with coordinated 
interagency services. Since Blueg?BSS IMPACT has been implemented 
only a few months, summative outconwdata are not available at this time. 

A major thrust of Bluegrass IMPACT has been the training of staff, 
parente, and other professionals. A training curriculum has been devel- 
oped, and includes the history and philosophy of the project, operating 
procedures, an orientation to the ma^r agencies involved, interagency 
collaboration and consultation, a^cssment procedures, the planning 
process, program evaluation procedures, strat^iwi few working with 
parents and parent groups, and methods of supervision. Training 
workshops have been conducted at several sites. Bluegrass IMPACT has 
been designated to provide training for implementation of the statewide 
SED plan, and workshops have been held around tlw state. In addition, 
a policy and procedures manual has been developed. 

The Ventura Model 

The Ventura Model originated in 1984, when the California legislature 
passed Assembly Bill 3920, establishing a 2-year demonstration project 
in Ventura County to dcsgn and implenwnt a comprehensive, coordi- 
nated system of rre?ntall^lthservicesforchildren.Thisbillwasamended 
in suteequent years by legislation that increased county mental health 
responsibility, required a county plan for a coordinated system of care, 
emphasized casemana^ment, added client and a>5t outcome goals, and 
extended the nK>del to other counties and populations. A countywide 
interagency network was created, overseen by an Interagency Juvenile 
Justice Council, a Youth Connection Board,an Interagency Case Manage- 
ment Council, and a Youth Connection Resource Development Project, 
These agpTKnes establidwd coalitions among service agencies and be- 
tween public and private providers. A pool of funds was created from 
the blcroiing of existing agency budgets, including probation, county 
schools, and mental health. These monies were supplemented by new 
state mental health funds. 

The Ventura Model embraces a core value that a community-based, 
interagency system of mental health care that targets the most disturbed 
children will provide the highest benefit to children, their families, and 
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the community at the lowest cost to the public* Fundamental gpals arc to 
^ble SED diildien to remain with their families or fostCT families to 
attend and progress in public school and to avoid conuratting crimes. 
Specific datives include: reduction cf courtorctored residential i^ace- 
ments; raducticm of red\idism by jui^le offendo^ reduction of 
hospitalization and residential placen^ts; and increasing school perfor- 
mance and attendaiKe. Originally, priority was given to children at risk 
for out-of-home placen^ts. However, the taiget population was subse- 
quently extended to include juvenile court wards, court dependents, 
mentallydisorderedchildren,SEDchildren,andotherchildrcnand youth 
receiving intensive public services. 

Children are identified for services on the ha«s of a number of risk 
factors, including a history of out-of-lu>mc placenKnt or eminent danger 
of such pbcement, tl^ existence of family or imJividual pathotogy, and 
placement in special education EBD programs or on }K>metx)und instruc- 
tion. An inventory of availaMe youth Servians and a continuum of carc 
serve as guides for mental l^lth case nvinagen^t teams, who are 
responsible for conducting assessments, developing a servire/trMtnH?nt 
plan in collaboration with involved public and private agencies, linking 
community resources to residential agencies in order to facilitate tran^- 
tions back into the honr^ and community, ami advocating for tl^ client 
with a variety of public and private agencies* Case management involves 
coordinating educational arfed community servkx^s and providing limited 
direct services, 

A unique feature of the Ventura Model is the Ventura County Youth 
ConTOction, a group of business leaders, prof^^onal practitioners, 
religious community leaders, a juvenile court judge, and members of the 
Board of Supervisors. This group is supported by staff from the county 
Department of Mental Health, the publk: social service agency, and 
Interface Family Services. The purposes of the Youth Connection are to 
create policy and devetop plans to provide for the unn^el needs of 
high-risk youth, to ensure that the Youth Connection's role is comple- 
mentary to tlvit of tfK? public sector — to dewlop voluntary services and 
financial participation for needed services and to advocate for high-risk 
youth in private and public forums. The Youth Connection has been 
highly successful in creating a bank of goods and services that have aided 
hundreds of children. 

A monitoring system is in place to track children over time and across 
agencies. Also cicely monitored are public costs, nxrividism of juvenile 
offenders, public school attendance ami performance, client living 
arrangements, and interagency policies and procedures. Outeome data 
indicate that the Ventura Model has been successful in meeting its goals 
while at the same time abiding the costs of more expensive services and 
^ placenKmts. 
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These three ]:nt))ects illustrate dif^^it apprc^lK^ to working with a 
^milarclient pc^ulatioa Each isdesigrad to smrea different jurisdiction, 
and eadt has developed unique sb'ateg^es to <teal wi^ the ii^ues of 
fuiKling, oi^nizatiffli, and interagemy c^laboration. The AYI isa system 
of care designed to address the {m^eiro of a ^rta^ of profes^nal 
services and vast geographic distaiKes between wrvkes. Kuegrass 
IMPACTattempts to bolsto'existing ^emy ^rvices with additicmal s^tt 
and intera^ncy linkages in an area that is div^se in popubtion and 
wealth. Ti^ Ventura Model emphasizes interagaicy collaboration and 
private sector involvement in an area tl^t is relatively well endowed with 
huinan service agencies. 



8. Conclusions and 
Recommendations 



In this book wc have attempted to synthesize ami analyze the disparate 
and voluminous literature relating to interagency services to diildrenand 
youth with EBD, It is our hope thit we have provided useful information 
and £^x?ess to resources for those who are in the {m)ce^ of initiating 
interagency planning, or who are contemplating such a tadt. This final 
chpater contains several obwrvations and recommendations based on 
our study of this topic. 

Firsts we think it is abundantly dear that interagpncy planning and 
service delivery is a complex process. Also, it is a new endeavor for most 
agencies and professionals. As Edgar el al. (1^7) observe, the history of 
hun^an service programs in this country is one of haphazard develop- 
ment; 

Out of the concern of lawmakers, community leaders, and S5)ecial 
interest groups driven by a vocal constituency or by observed need, 
progran^ have been created to respoml to i^eds for health, 
education, and social services. In myst instarices the programs were 
developed for a specific clientele (e.g.. Crippled Children's Ser- 
vices), and almost all human service programs have a tai^t 
population to whom they provide services. The bureaucratic 
approach to identifying that population is eligibility criteria, which 
restrict tl^ clientele that may receive services. Most ageiKies have 
definite entrar^ and exit criteria, often fixed by age, irKX)me level, 
ami /or g^c^aphy. Aging, inconte fluctuations, and changing 
residence are all factore that force clients into transition between 
agendes. In addition, various types of services are available only in 
specific locations (Edgar et al, 1987, p- 253). 

This history ami tl^ collective lack of experience in interagency 
collaboration greatly imrease ll^ difficulty of achieving effective inter- 
Ags^ncy planning ami service delivery. However, as a growing body of 
literature from a number of states and immunities demionstrates, it is 
being done. We strongly encourage planm?rs to avail ftemselves of the 
experience of others. Tho frequent enthusiastic willingness of interagency 
project participants to share their knowfedge and ei^iigy with others is 
gratifying, however^ we must rdterate that at this tinte evaluation 
procedures are not elegant Few projects haveused sophisticated research 
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designs or systematic data collection procedures. In the absence of 
externally valid (i.e., replicated) outcome data, interagency program 
strategies should be regarded as current Ixst practices" rather than data 
proven techniques (E. Edgar, personal communication, July, 1991). 

Second, laying the groundwork for interagency projects through 
carohil planning is all important. Even projects that have focused on 
individual communities solicited political and fiscal support from state 
and county ^vemmcnts and involved persons at these levels in the 
planning fvocess. It is critical to model an intera^ncy attitude by 
includingbroad agency representation at theplanningstage, Also,moroy 
invested in planning team visits to established interagency sites or in 
consultation by planners representing established programs with influ- 
ential political and agency figures will yield both short- and long-rang?; 
benefits— by demonstrating that interagency collaboration is both possi- 
ble and effective. Haninn^ must think creatively, and encourage those 
controlling slaie, county, and agency funds to do likewise. Cost reduction 
has played a substantial role in the rationale for interagency services to 
EBD children and youth. White national data concerning the expense of 
out-of-communily placements are influential, data regarding local costs 
(and projected savings) arc nwre compelling. If agcnci«» must continue 
to compete for limited funds, or if they even think they must after grant 
or other seed monies run out, issues involving political turf will never be 
resolved. Therefore, an early step in the planning process is to bring 
together diverse groups,educato them regarding the need for and benefits 
of cooidinated interagency services, develop a philosophy of interagency 
collaboration, and create funding strategies. It remains to be seen whether 
appropriate community-based services ultimately prove to cost less than 
a more truncated continuum of services, because thus far the full range 
of children and family mental health needs has not been addressed by 
existing programs. As Edgar (personal communication, July, 1991) 
asserts, community-based interagency programs may not be less expen- 
sive than more restrictive treatment options, but they probably are better 
for children and tlwir families. 

Th. , services must meet child and family needs. These needs supply 
the focus and the direction that services must take. Therefore, services 
must follow needs, and funds must follow children and families. The 
many and diverse needs of children and their families, and the lack of 
established resources in many areas and communities dictate that 
interagency case nr»dnagers and community-based treatment planning 
teams must be empowered to bring needed services to bear on the 
problem. With the greater autonomy of this empowerment goes tremen- 
dous responsibility. Systems must be developed to assure fiscal and client 
accountability, including staff training and constructive supervision. 
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FonrtK successful interagency team building requires systematk and 
ongoii^ training. lYaining should include sudi topkrs as awarene» of 
ditldren and families' needs, the issues in n^fetii^ t)^ raed^ the 
}rfiilosof^y and mechanisms of integrated service ddivery, and the 
dev^l»nent of team, case managai^t, and potdcm-solving skills* 
Furdternwre, trainii^ shcnild targjA all comtituents: pncrfiess^cmal staff, 
ageiKy admini^bH^,poIttkian5^ advocates, parmts^ ami th^ 
An important part of training is a vigwous puUic relations campaign tlu'i 
infora^ citizens about the scq>e of the problon, how ihst poject is 
addressing the jm^lenii, and f»ooedures used to demonstrate fiscal and 
programmatic accountability. Not only ^uld trainii^ lie vtewed as an 
important initial compcment of the program, it ^uld also be ongoir^* 
New staff, parents, and volunteers in particular should be given manda- 
tCMy basac trainii^ followed by a period of supervision unda* a qualified 
mentor. Furthermore, preservice training that emphasizes interagemry 
linkages and collaboration is essential The lack of good interdisciplinary 
pneservice training for educators, psychok^sts, social workers, and other 
helping professionals will undermine efforts to build interagency link- 
ages at the inservice levcL Close collaboration anwng professional 
disciplines slwuld becon^ a required practicum expenence (S* Fbmess, 
personal communication, July, 1991 ). 

Fifth, careful thought shouki be given to where services will be located 
and how clients will access tlK?m. Although public schools shouW by no 
means be the only tocation, this is where the children are (or should be); 
schools are a logical ^te for screening, early identification, pre^^tion, 
and rarly intervention services- Mandated preschool programs for 
children with disabilities (and for at-risk populations) and systematic 
sdiool-based screening procedures for identifying pupils at risk for 
devetoping EBD (McConaughy k Achenbach, 1989; Walker, et al., 1988) 
place schools in an excellent position to implement these important 
services. Moreover, school buildings offer puUic ^>ace that often goes 
unused after school hoursand througtout tliH? summer months. Although 
son^ parents are uncomfortable in school settings^ most find the 
atmosphere ttere more familiar, if not more friendly, than a mental health 
facility, for example* If prDgran^ that support parents are offered in 
schools after lK>urs, negative attitudes about schools ^ov Id be dispelled. 

Since many interagency treatment plans will interact with children's 
eilucational pn^grm^, schools are also a logkal p\s^ for interagency 
team meetings. Community ag^icy staff must learn about schools and 
how their clients behave in scIkx^I, and educators must learn about other 
agencies and pereonnel if these groups are to work well together. These 
factoid should have son^ effect on Hhe traditional isolation of tithing, 
encouraging educators to view otl^ profe^ionals as collaborators and 
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resouices who diare the de^re to work toward meeting the needs of 
diiklren. 

axth,like training, evaluation nuistbea fundamental and ongoii^part 
of intera^rcy service ddlivay. In additwn to summative outeonw 
measuirathatdemonstratethecffectivenessaiKi efficiency of inlcragpncy 
programs in meeting diildrcn's needs (evaluated against baseline mea- 
sures of traditional outcomes), formative evaluation procedures should 
address diild progress and consumer satisfaction. Data from formative 
evaluation should becollected ^tematicaUy and continuously, and used 
to modify children's treatment plans* service deli veiy n>echanisms,client 
goals and c^jectives* and intervention jnocedurcs. The reactions and 
opinions of professionals who are not on treatment teams but who are in 
regular contact with clients also should be solicited as part of these 
feedback loops. The add test of a system of care, in addition to meeting 
client's needs, may well be the system's sensitivity to the concerns of the 
profesaonal community and it's ability to respond to these quickly and 
appropriately. 

finally, we wish to emphasize that the development of a successful 
interagency program for children with SED and tl^r families is m>t an 
end point. The ultimate success of such programs depends upon the 
creation of a system of care for all chiWren and ail families in a given 
community, county, or stale. Eme^ng programs that extend to children 
and families whoMf poverty and life circumstances place them at risk for 
a multitude of jMoHems, including physical or substance abuse, delin- 
quency, pregnancy, developmental delay, physical disease, dropping out 
of school, unemploynwnt, ete., provide ti« social and political context 
needed to support a program addressing this small but needy population. 
The best way to guarantee an effective system of care for children and 
youth with EBD is to establish a system of care for people. 
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Appendix A 

House Bill 838 
General Assembly, 
Commonwealth of 
Kentucky 

An Act Relating to 
Planning and Providing 
Services to Emotionally 
Disturbed Children 



FRIDAY, MARCH 16, 1990 

The following bill was reported to the Senate from the Mouse and 
ordered to be printed • 

AN ACT relating to planning for and providing Servians to emotionally 
disturbed children. 

Be it enacted by the General Assembly ot the Commonwealth of 
Kentucky: 

SECTION 1, A NEW SECTION OF KRS CHAPTER 200 IS CREATI:D 
TO READ AS FOLLOWS: 

The Kentucky General Assembly finds that services to children are 
provided by various departnx^nts and agencies at both the state and local 
level, often without appropriate policy collaboration and service a>ordi- 
nation. The General Assembly declares that the purpose of this Act is to 
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establish a structure for coordinated policy development, comprehensive 
planning, and collaborative budgeting for services to children with 
en^itional disturbano? and their families. It is further the intention of the 
General Assembly to build on the existing resource and to design and 
implenurnt a coordinated service system for children with emotion 
disturbance or severe emotional disturbance that is community based 
aiKi centered on the needs of the individual child and family. 

SECTION 2. A NEW SECnCSM OF KRS CHAPTER 200 IS CREATED 
TO READ AS FOLLOWS: 

As used in this Act, unless the context otherwise require: 
{1) "Emotionally dislurtxxl child" means a child with a clinically 
significant disorder of thought, mood, perception, orientation, 
memory or beh4vior that is listed in the current edition of the 
American Psychiatric Association's Diagnostic and Statistical Man- 
ual of Mental Disorders and seriously limits a child's capacity to 
function in the home, school or community. 
(2) "Severely emotionally disturbed child" means a child with a 
clinically significant disorder of thought, mood, perception, ori- 
entation, memory or behavior that is listed in the current edition 
of the American Psychiatric Association's Diagnostic and Statistical 
Manual of Mental Disorders and that: 

(a) Presents substantial limitations that have persisted for at least 
one (1) year or are judged by a mental health professional to 
be at high risk of continuing for one (1) year without 
professional intervention in at least two (2) of the following 
five (5) areas; "Self-care/' defined as the ability to provide, 
sustain and protect his or herself rt a level appropriate to his 
or her age; "Interpersonal relationships," defined as the ability 
tobuildand maintain satisfactory relationships with pcersand 
adults; "Family life," defined as the capacity to live in a family 
or family type environment; '"Self-direction," defined as the 
child's ability to control his or her behavior and lO make 
decisions in a manner appropriate to his or her age; and 
"Education," defined as the ability ' j learn social and intellec- 
tual skills from teachers in available educational settings; or 

(b) Is a Kentucky resident and is receiving residential treatment 
for enwtional disturbance through the interstate comjjact; or 

(c) The EVpartment for Social Services has removed the child 
from the child's home and has been unable to maintain the 
child in a stable setting due to behavioral or emotional 
disturbance; or 

^ (d> Is a person under twenty-one (21) years of age meeting the 

Q criteria of paragraph (a) of this subsection ana who was 
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receiving services prior to age eighteen (18) that must be 
continued for therapeutic bcmfit. 

SECTION 3. A NEW SECTION OF KRS CHAPTER 200 IS CREATED 
TO READ AS FOLLOWS: 

(1) There is Iwrd>yci^ted a State Interagency Cou!Kii for Servi 
Emotionally Distuibed Oiildren. This council shall be imposed 
of a desigiHxr of the state C^^tntent of Education ami of the 
following members who shall serve by virtue of their positions: 
thecommis^onerof the Department for MentalHcalthand Mental 
Retardation Services, the commissiomr of the Departnnmt fov 
Social Services, the commissioner of the Departnwit for Health 
Services, the commisfioi^ of tlu? Department of Medicaid Ser- 
vices, and tte executive director of the Administrative CXfices of 
the Courts or their designees* The chaim^n of the rouncil shall be 
designated by the Governor and shall establish procedures for the 
council's internal procedures* 

(2) The State Interagency Council for Servian to Emotionally Dis- 
tuited Children shall: 

(a) Consider issues and make recomnM?iK]ations regarding the 
provision of services for cmrotionally disturbed children; 

(b) Advise each regional interagency council for services to 
enwtionally disturbed children on the effective coordination 
of services to llK)se children; 

(c) Develop a form to be signed by the parent or ol}u?r legal 
guardian of a child referred to any interagency council for 
emotionally disturbed children. The form shall enable the 
agencies involved with the child to share information about 
the child as necessary to identify and provide services for the 
child. 

(d) Review service and trcatirenl plans for children for which 
such reviews arc requested, and provide such advice and 
assistance as the state council determine to be nece^ry to 
meet the needs of emotionally disturbed children referred by 
regional councils; 

(c) Assess the effectiveness of n^onal councils in meeting the 
service needs of emotionally disturl^ children; 

(f) Advise the Governor and tlw Legislative Research Commis- 
sion at least annually, regarding the Commonwealth's service 
delivery to emotionally disturbed children; 

(g) Meet at least monthly and maintain records of meetings, 
except that records that identify individual children shall only 

Q be disclosed as provided by law; 
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Ch) Adopt interagency agreements as roccssary for coordinating 
servkes to emotionally disturbed children by the agencies 
represented in the ^ate council; and 
(i) Develop service pn^rams to meet the needs of emotionally 
distuited chiWrea 
SECTION 4, A NEW SECTION OF KRS CHAPTER 200 IS CREATED 
TO READ AS FOLLOWS: 

The sccretaiy for human resources, the designee of the state Depart- 
ment of Education, and the executiw director of the Administrative 
Offices of the Courts shall ensure that the State Council for Services to 
Emotionally Disturbed Children isfonned by August 1, 1990. No member 
of the State Interagency Council shall receive compensation other than 
that received as a ^te employee. 

SECTION 5. A NEW SECTION OF KRS CHAPTER 200 IS CREATED 
TO READ AS FOLLOWS: 

(1 ) There is hereby created regional interagency councils for services 
to emotionally disturbed children. These councils shall be formed 
in each area development district within the Commonwealth of 
Kentucky, except that those area developn^nt districts that 
contf.m a county with a population greater than one hundred 
thousand ildOXioO) may form up to three (3) such councils- The 
regional interagency councils for services to emotionally d isturbed 
children i.hall be chaired by the district supervisor of the Depart- 
ment for Soda! Sei viros or a program specialist with expertise in 
this service area as the dif trict supervisor's designee. Each council 
shall be composed of the following members: the children's 
services coordinator from each regional community mental health 
center or their designee in the case of a multi-council district; one 
(1) court designated worter chosen by the District Court Judges 
within the district; one (1) specialist in special education chosen 
by the school district superintendents in the area served by the 
regional council In addition, a regional interagency council for 
s^?rvices to enKJtionally disturt>ed children may invite any other 
local public or private agency that provides services to emotionally 
disturbed children to have a representative become a permanent 
or temporary member of the council. 

(2) No member of a n^onal interagency council foi services to 
emotionally disturbed children shall be given compensation in 
addition to that which they already receive as service providers or 
state employees. 

(3) Each regional interagency council for services to emotionally 
disturbed children shall perform the following functions: 

98 



Integrating Services f 91 



(a) Review case histories of children referred to it by its members 
or any otiher entity within its geographical area to coordinate 
servke piovi^mi; 

(b) Initiate and adopt intcrageiKy agfeenn^ts as nece^ry for 
providing services to emotionally disturbed children by the 
agencies represented in the regional council; 

(c) Advise the Sbte Interagency Council legarding service deliv- 
ery to emotionally disturbed children within the n^on; 

(d) Refer t}K»se children for whom the regional rouncils cannot 
provide adequate services to the State Interagency Council; 

(e) Make periodic reports to theSta te In teragency Council regard- 
ing the number of children referred to the regional council and 
the progress made in meeting the needs of eadi child; 

(f ) Recognize IcKal interagency ooumrils for services to emotion- 
ally disturbed children when it determines such a group 
would be beneficial to sendee delivery. 

(4) The secretary for human resources and the designee of the state 
Department of Education shall ensure that regional councils for 
services to emotionally disturbed children are formed by October 
1,1990- 

{5) Local interagency a>uncils for services to emotionally disturbed 
children may be formed as necessary to enhance service provision, 
better coordinate services, or initiate special projects and fund 
raising activities for emotionally disturbed children within a city, 
county, or other local community. 



Reprinted by permission, Kentucky Departnient of Mental Health. 
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The following resource of peopte, places, progiairot, and sources is 
not meant to be inclusive or evaluative. It provides leads for tlu^ 
interested in obtaining more information. 

Documents, Newsletters, Technical Assistance 

CASSP Technical Assistance Center 

Geor^town University 

2233 Wiscinsin Ave. NW, #215 

Washingtcn, DC 20007 

(202)338-1831 

Research and Training Center 

Regiorol Research Institute for Human Services 

Portland Stote University 

P.O.Box751 

Portland, OR 92707-0751 
{503M64-4040 

Research and Training Center for Children's Mental Health 

Flo.ida Mental H^lth Institute 

13301 Bruce B. Downs Blvd. 

Tampa, FL 33612-3899 

(813>974-4500 



Individualized Care and Other Coordinated S)rstems of 
Care 

Alaska Youth Initiative 

Division of Mental Health and Developmental Disabilities 

BoxH-04 

Juneau, AK 99811 
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Kaleidoscope 

1272 N. Milwaukee, #250 

Chicago, IL617D1 

Ventura County Children's Mental Health I^nonstration Pro^ 

300HilbnostAve. 

Ventura, C A 93003 

Vermont CASSP 
D^rtment of Mental H^lth 
103 S. Main St. 
Wateibuiy,VT 05676 
(802)241-2609 

The Willie M. Prograim 

NOTth CaroUna EHvi^ of MH/MR/SAS 

Dq»artmmt of Human Resources 

325N.SalisbuiySt. 

Raleigh, NC 27611 

(919)733-0598 

Robert Wood Johnson Foundation's Mental Health Services Program for 
Youth 

The Prudential Insurance Company 
Group Medical Services Division, CFSO 
56 North Livingston Ave. 
Roseland,NJ 07068 
(201)716-8691 



Advocacy Oiganizations 

Center for Law and Education 

236 Massachusetto Ave., NE, Suite 504 

Washington, DC 20002 



Children's Dejiense Fund 
122 CSL,NW, Suite 400 
Washington, DC 20001 



Federation of Families for Children's Mental Health 
c/o Nattonal Mental Health Association 
1021 Prince St 

Alexandria, VA 22314-2971 - ^ ^ 
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Mental Health Law Pn^ 
2021 L St, NW, Suite a» 
Wa^i^tim, DC 20036 

National AUianoe ibr the Mentally ni 
1901 North Fort Meyer Dr., Suitr.- 500 
Ariington,VA22209 

National Mental Health Association 
1021 Prince St. 
Alexandria, VA 22314-2971 

Other Groups and Oiganizations 

Invisible Children's Project 
National Mental Health Association 
1021 Prince St. 
Alexandria, VA 22314 

NIMH-CASSP 
Rnt. 7-C-14 
5600 Fishers Lane 
Rod(vine,MD 20857 
(301)443-1333 



Professional Oiganizations 

American Chtlwpsydiiatric A^odation 
19 West 44th St. 
Suite 1616 

New York, NY 10036 

Ammcan P^chiatric A^odation 

1400KSt.,NW 

Washington, DC 20005 

American P5yclK>logical Association 
1200 17th StvNW 
Washington, DC 20036 

Council for Children with Behavioral Disoiders 
A Division of the Council for Exceptional Children 
1920 Association Dr. 
^ Reston,VA 22091 
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Mental Health Policy Resource Center 
ITS) Rhode Island Ave., NW, Suite 308 
Washif%ton,DCH)036 

National Association of School Psychologists 
808 17th St, NW, Suite 200 
Washington, DC 20006 

National Association of State Directors of Special Education 
2021 K St., NW, Suite 315 
Washington, DC 20006 

National Consortium for Children's Mental Health Services 
3615 Wisconsin Ave., NW 
Washli^^on, DC 20016 

National 0)uncil of Conununity Mental Health Centers 
12300 Twinbrook Parkway, Suite 320 
Rodcvine,MD 20852 

State Mental Health Representatives for ChiWren and Youth 

A Diviston of the National Association of Slate Mental Health Program 

Directors 

1101 King St., Suite 160 
Alexandria, VA 22314 



Funding Inf onnation 

Chiki and Fannily Support Branch 
Division of Applied and Service Research 
National Institute of Mental Health 
5600 Rshws Lan^ Rm, llC-(6 
RodtviIfe,MD2(»57 

Division of Assistance to States 
Office of Special Education Programs 
Departn^t of Educatton 
400 Maryland Ave., SW 
S%vitzeTBldg.,Rm.361 
Washington, DC 20202-2720 
O (202)732-1025 JPS 
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Division of Personnel Preparation 
OffUs of Special Education Programs 
400 Maryland Ave., SW 
Switzer Hdg., Rm. 35-7-MS. 2313 
WasWngton, DC 20202-2720 
(202)732-1100 

Fedeml Grants and Contract Wedtfy 
Capital Publications, Ira:. 
101 King St, Suite 444 
Alexandria, VA 22314 
(703)683-4100 

Grants Management Branch 
National Institute of Mental Health 
5600 Fishers Lane— Rm. 7C-(S 
Rockvine,MD 20857 
(301)4434414 



Other 

News Digest (1991 ). National Infonmtion Center for Children and Youth with 
Disabilities, 1(1), 1-15. 

Special Net 

GTE Educational Services 
221 K St., NW, Suite 215 
Washington, DC 20016 
(800)634-5644 

Street, S., & Friedman, R. (1985, March). Interagency coViboratiom for 
emotiorutUy disturbed dtildren. Vol. IB: Impkmentatim ofinta^^atcy ^ret- 
menis. Tampa: University of South Florida, Florida Mental Health 
Imtitute. 

WeW>, S.L, Maddox, M., & Edgar '£. (1985). JuvenUecorrectwns intemgenof 
transiHommodd. Seattle: University of Washington, Experimental Edwa- 
ticmUnit. 

CASSP State ConUct List 

Department of Mental Health/Mental Retardation Alabama 

200 Interstate Park 

Mon^mery, AL 36193-5001 

(M5)271-9261 ^ ^ 
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ChiW and Adolescent Mental Health Alaska 

Division of Moital Health/Devetopniental Disabilities (local) 

P.aBoxH-04 

Juneau, AK 99811 

(907)465-2112 

Cooidinator of Rural and Native Services 

Division of Mental Health/Developmental Disabilities 

P,aBoxH-04 

Juneau, AK 99811 

(907)465-337C 

Spedal Services Division, Human Resources American 

Department ^ir°?en 
Utulei, American Samoa %799 (no CASSP 

grant) 



Children's Behavioral Health Council 
Department of Health ServKes 
2632 E. Thomas Rd. 
Phoenix, AZ 85016 
(602)255-1030 

Department of Human Services 
Division of Mental Health Services 
4313 West Markham St. 
Uttle Rock, AR 72205-4096 
(501)686-9166 

Department of Mental Health 
Division of Community Programs 
16(X)9thSt. 

Sacramento, CA 95814 
(916)323-9289 

Department of Institutions, Division of Mental Health Colorado 
3520 West Oxford Ave. 
Denver, CO 80236 
(303)762-4076 

Department of Children and Youth Services Connecticut 
iTOSigoumeySt. 

Hartford, CT 06105 n r 

O (203)566^14 .) 



Arizona 



Arkansas 



California 
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Services for Children, Youth, and Their Families Delaware 
Dda ware Youth and Family Center 
Coitreand Faulkland Rds. 
Wilmington, DE19»)5 
(302)995-8369, ext. 38 

Child/Youth Services Administration District of 

DC Commission on Mental Health Services Columbia 
1120 19th St., NW, Suite 700 
Washington, DC 20036 
(202)673-7784 



Department of Health and Rehabilitation Services Florida 
Alcohol/Drug Abuse/Mental Health Pn^ram Office 
1317 Winewood Blvd. 
Tallahassee, FL 32399-0770 



Children's Programs Florida 
1317 Winewood Blvd. 
Tallahassee, FL 32399-0770 
(904)487-2415 



CASSP Project, Division of Mental Health, Georgia 

Mental Retardation and Substance Abuse 

878 PCachtree St., Suite 315 

Atlanta, G A 30309 

(404)894-6563 



Southeast Regional Troubled Children's Committee Georgia 

516 Drayton St., 4th H. Southeast 

Savannah, G A 31 401 Region 

(912)234-0130 (local) 



Mental Health, Mental Retardation, and Iowa (local) 

Developmental Disabilities, Human Services Dept. 
Hoover State Office Bldg. 
Des Moines, lA 50319-0114 
(515)281-1925 



Children and Adolescent Mental Health Services Kansas 
Department of Social and Rehabilitation Scrvia?s 
Docking State Office Bldg., 5th Fl. 
Topeka,KS 66612 
Q (913)296-3472 
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Widiita Garden Center 
415 N. Poplar 
Wichiy,KS 67214 
(316)686^71 

Youth Services Kansas (local) 

Wichita Area Social and Rehabilitation Services 
P.O.Box 1620 
Wichita, KS 67201 



Kansasdocai) 
Wichita 



Children and Youth Services Kentucky 

Department of Mental Health and Mental Retardation 

275 East Main St. 

Frankfort, KY 40601 

(502)564-7610 



Alexandria Mental Health Center Louisiana 

P.O. Box 7573 ^'^^-^'J 

Alexandria, LA 71306 Alexandria 
(381)4875611 



CASSP Project, Human Services Di vision Louisiana 

Bureau of Mental Health 

P.O. Box 4049, Bin 12 

Baton Rouge, LA 70821 

(504)342-2548 



Mental Health Association in Louisiana 
P,0. Box 4049, Bin 12 
Baton Rougc,LA 70521 
(504)342-9528 



ChiUrcn with Special Needs Waine 

Mental Health and Mental Retardation 

Station 40 

Augusta, ME 04333 

(207)289-4200 



CASSP Projc«ct EMrcctor Maryland 
Ck)vemor's Office for Children, Youth and Families 
118 North Howard St., Suite 608- A 
BaIHmon;,MD2l201 
O (301)333-4285 1 () 7 
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Child- Adolescent Services 
Department of Mental Health 
160 N.Washington St 
Boston, MA 02114 
(617)727-5500, ext. 529 



Massachusetts 



HMO-Child/Adolcscent Mental Health Project 
132 Naples Rd. 
Brookline, MA 02146 
(617)277-0161 



Massachusetts 



Somerville Mental Heath A^odation, Inc. 
63 College Ave. 
Somerville, MA 02144 
(617)623-3278 



Massachusetts 

Somerville 

(ACYF) 



Division of (Children's Service 
Department of Mental Health 
320 Walnut »vd. 
Unsing, MI 48913 
(517)373-0451 



Michigan 
(noCASSP 
grant) 



Child/ Adolescent Services 

Mmtal Health Division 

D^»rtment of Human Services 

444 Lafayette Rd. 

Sl Paul, MN 55155-3828 

(612)296-7905 



Minnesota 
(rtoCASSP 
grant) 



Departnwnt of Mental Health 
1101 Robert E. Lee Bldg. 
239 North Lamar St. 
Jadcson, MS 39201 
(601)359-1288 



Mis5is»ppi 
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Director, Children and Youth Services 

Departmrat of Mental Health 

1101 Robert E. Lee Bldg. 

239 North Lamar St. 

Jadcson, MS 39201 

(601)359-1288 



Mi^is^ppi 
(local) 



lOS 
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Children and Youtit SCTvics» 
Department of Mental Health 
P.O. Box 687 
1915SouthridgeDr. 
JefferscmQty, MO 65102 
(314)751-9482 



Missouri 



CASS? Project, Department of Mental Health Missouri 

Division of Psj^hiatric Services 

P.O. Box 687 

1915SouthridgeDr. 

Jefferson City, MO 65102 

(314)751-9482 

CASSP Project, Department of Institutions Montana 

Mental Health Bureau 

1539 nth Ave. 

Helena, MT5V620 

(406)444-1290 

CASSP Project, Public Institutions Nebraska 
Office of Community Mental Health 
P.O. Box 94728 
Uncoln, ME 68509^728 
(402)471-2851, ext. 5293 



Planning, Evaluation and Program Development Nevada 

Room 600, Kinkead Bldg. 

505E.Kii^St. 

Carson City, NV 89710 

(702)687-4730 

CASSP Coordinator, Community Mental Health New 

Services Hampshirc 
Division of Mental Health and Developmental Services 
105 Pleasant St. 
Concord, NH 03301 
(603)271-5095 




Children's Services New Jersey 

New jersey Divi^on of Mental Health and Hospitals 
Capital Center— OI 727 
2-98 East State St, 
Trenton, NJ 08540 

(609)777-0744 ^ 
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Health and Environment Deparlnient 
Be^vioral Services CKvision 
1190StFlrand5Dr. 
Santa F^,NM 87504 
(505)827.2657 



New Mexico 



New York State CXficc of Mental Health 
44 Holland Ave. 
Albany, NY 12229 
(518)474-8394 



New York 



Brooklyn Children and Family Services Network New York 

16 Court St., Suite 610 (local) 
Brooklyn, NY 1 1 241 Brooklyn 
(718)633-7741 
(718)643-7849 



New York State Office of Mental Health 
275 7th Ave., 16th Fl. 
New York, NY 10001 
(212)633-4355 



New York 



Division of MH/MR/SAS 
Department of Human Resource 
325N.SalisbuiySl. 
Raleigh, NC 27611 
(919)733-0598 



North Carolina 
(state and local) 



CASSP Project, MH/MR/SAS 
Child and Adolescent Services 
325 N. Salisbury St. 
Raleign,NC 27611 
(919)733-(B98 



North Carolina 

(state) 

(local) 
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CASSP Project, MH/MR/SAS 
Child and Adolescent Services 
De{»rtment of Human Resources 
325 N.Salisbury St. 
Raleigh, NC 27611 
(919)733-0598 

Mecklenberg Area MH/MR/SAS Program 
501 Billingsley Rd., Cottage A 
Charlotte, NC 28211 
(704)336-2023 
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(state) 



North Carolina 
(local) 
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Menial Health Division North Dakota 

Department of Human Services (no CASSP 

Stale Capital Bldg. grant) 
Bismark^ND 58505 
{701)225-2767 



Children's Servic. s Coordinating Council North Dakota 

18th H. Capital 
Bismak,ND 58505 
(701)224-4586 



Department of Mental Health Ohio 
30 East Broad St., Suite 2475 
Columbus, OH 43215 
(614)466-1984 



Department of Mental Health Oklahoma 
c/o Oklahoma Youth Center (state and local) 

1120 East Main St. 
Norman, OK 73070 
(405)364-9004 



Program Office for Mental or Emotional Disturbana's Ocgun 

Department of Mental Health 

2575 Bittern St., NE 

Salem,OR 97310 

(503)378-2460 



Mental Health Office, Division of Children's Services Pennsylvania 
309 Health and Welfare Bldg. 
Harrisburg, PA 17120 
(717)783-8335 



Children and Youth Services Pennsylvania 

Office of Mental Health 

m Health and Welfare Bldg. 

Harrisburg, PA 17120 

(717)783-8335 



Office of Mental Health and Retardation Pennsylvania 

520 North Delaware Ave., Sui te 7C (U>cal) 
Philadelphia, PA 19107 
^ (215)923-4662 - . - 
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Department of Health Puerto Rico 

C.P.O. Box 61 (no CASSP 

San Juan, Puerto Rico 00936 grant) 
(809)766-1616 



Division of Children's Mental Health Rhode Inland 

Department of Children and Their Families 

610 Mt. Pleasant Ave. 

Providence, RI 02908 

(401)457-4790 



Dcpartm* »t of Mental Health South Carolina 

Division of Child and Adolescent Services 

2414 Bull St. 

P.O. Box 485 

Columbia, SC 29202 

(803)734-7859 

Piedmont Center for Mental Health Servian South Carolina 

12 Village Plaza West 
Simpsonville, SC 29681 
(803) 963-3421 

Division of Mental Health South Dakota 

700 Governor's Dr. (stale CASSP 

Pierre, SD 57501 and ACYhl 

Northeastern MHC South Dakota 

Box 550 

Aberdeen, SD 57402 
(605)225-1010 

Children and Adolescent Services Tennessee 

Department of Mental Health and Mental Retardation 

Doctors Bldg., 706 Church St. 

Nashville, TN 37219 

(615)741-3708 



Children and You th Services Texas 
Department of Mental Health and Mental Retardation 
P.O. Box 12668, Capitol Station 
Ausfin,TX 7871 1-2668 
^ (512)465-4657 
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CASSP Program, Children and Youth Services 
Department of Menial Health and Mental Retardation 
P.O. Box 12668, Capitol Station 
Au^TX 78711-2668 
(512)465-4832 



CASSP Proiect, Department of Social Services 

CKvision of Mental Health 

120 North 200 West, 4th R 

Salt Uke City, UT 84103 

(801)538-4273 



Department of Mental Health Vermont 

Waterbury Complex 

103 South Main St. 

WaleibuTy,VT 05676 

(802)241-2609 



CASSP Project, Dcpartnwnt of Mental Health Vermont 

Program Planning and Development 

Wateitury Complex 

103 South Main St. 

Waterbury,VT 05676 

(802)241-2621 

Departmei t of Mental Health/Mental Virginia 

Retardation and Substance Abuse Services 

P.O. Box 1797 

Richmond, VA 23214 

(804)786-2991 

Division of Mental Health, Alcoholism Virgin Islands 

and Drug Depcrwieroy Services 

Department of Health #6 

7 Estate Diamond Ruby 

Christiansted, St. Croix, VI 00821 

(809)773-1992 
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CASSP Project, Mental Health Division Washington 
Department of Social and Health Services 
Mail Stop: OB-42F 
(^ympia,WA 98504 
O (206)586-3775 J J J 
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Divisbn of Health and Human Resources West Vh^nia 

1900 Kanawha Blvd., East, Bldg. 3 
aiaiteston,WV 25305 



Division of Health 

Office of Behavioral Health Services 

1900 Kanawha Svd., East, Rm. 451 

Charieston,WV 25305 

(304)348-0627 



West Virginia 



CASSP Project, Office of Mental Health Wisconsin 

Department of Health and Socal Services 

Division of Community Services 

IWe^ Wilson St. 

P.aBox 7851 

Madison, WI 53707 

(608)266-6838 

Office of Mental Health, Community Services Division Wisconsin 

Departnwnt of Health and Sodal Services 

Division of Community Services 

1 West Wilson St. 

P.O. Box 7851 

Madison, WI 53707 

(608)266-6838 

Diviswn of Community Programs Wyoming 

Department of HealA and Soda! Services 

358 Hathaway Bldg. 

2300 Capitol Ave. 

Cheyenne, WY 82002-0710 

(307)777-7071 
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Bluegrass IMPACT 
Memorandum of 
Agreement and Consent 
Form 



General Provisions 
Purpose 

This Agreenumtwasdevcloped and entered into by the Board 

of Education (Iv^reaf tcr refmcd to as the Board ) and the Bluegrass Mental 
Health/Mental Retardation Board, Inc. {hereafter nAyrred to as the 
Blu^ss MH/MR Boaiti). 

A major goal of the Rdbert Wood Johnson R>undation grant is to 
integrate the services of ail agencies woilcing with a particular child or 
family. The purpose of this Agreement is to speciiy the education and 
n^mtal l^lth services to be pnovided to children and youth with severe 
emc^nal problems who are nominated for services funded by the Robert 

Wood Johnson Foundation grant and live within the school 

di^rict. This Agreonent is t»sed on the common interest and shared 
responsibility for those students whose mental health needs adversely 
affect their ability to bendit from educational opportunitks. 

This Agreen^t does not seek to iiKlude all fniblic nn^tal health or 
educatiimal services available or needed by these students. It is limited 
to tltose services which are specified and funded by the grant. 

This Agreement conforms to the Education of tl^ Haiviicai^xxl Act 
(Public Law 94-142) and amended by Public Law 99-^ and therefore, 
provides for ihe least restrictive education appropriate for children and 
youth with severe enwtional problen^ 

This Agrconent is subject to chai^ as the grant funding levels and 
programs become finalized and as the Kentucky Legislature and Depart- 
ment of Education restructure the state educational system. 
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Tte Kegicmal Interagency Courdl and the State Interageray CbuiKil 
have approved this i^;reemHit ami shall monitor its inifd^nantiition. 

Principles of Agreement 
Confi&ntlality 

The conBdratiality erf tl^ studoit and family is paramount in policy and 
procedures* At no time shall informatk>n about a studimt be conununi- 
cated between agencies without virritten pem^ssion of the j^ronts^ 
guardians^ or persoro exerd^ng cu^odial control ai^ wpervi^cm (e-g., 
foster parents). 

Cost of Services 

The 00^ of services shall be sharcd between the Bluegiass MH/MR 
Boanland the Board inaoomiam^to the provisions in this Memorandum 
of Agreement (designated as Bluegrass MH/MR Board wiUf* and 
The Board will:^ in the following narrative, respectively) and the 
proviskms in applicaUe state am) federal laws. 

Tiansportation 

In principle, most mental tealth services shall be provided in the school- 
On those occasions when that is m>t possible (e^, psydiiatric evaluation)^ 
transportation during kIkx)! hours and from schrol to an after^^school 
treatment program sl^l be tl^ respon^bility of tl^ Board . At oth^ tin^, 
transportation shall be the responsibility of the Bluegrass MH /MR Board 
and family. 

Due Process 

All students are to be accorded due process. When a student has been 
klentified as needing special education^ he/ she is eligible for additional 
due process^ as defined by Public Law 94-142 and an^nded by Public 
Uw99^7. 

Muiagement Information Systems 

The Board shall be responsible for managemait infonmtion systons 
regarding tl^ educational services {m>vided to the ^udent. The Bliiegni» 
MH/MR Board shall be resporeible for mamgement information sys- 
tems regardit^ ihs n^tal l^lth scnrkes provided to the ^udc^t and 
family. This shall imrlude but not be Ihnited to tl^ cHnkal record/ 
evaluation n^^orts^ and treatn^t progress iwtes. This information ^11 
be available through the term of treatnu^nt and follow-through, after 
treatn^t has been Hnninated. All informatton will be exchanged 
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betwe^thedistrirt contact parsmand tl^ sendee coordinator accoiding 
to tfie student's raeds and tihc limits d confidentiality and for the 
exclusive use of those parties. 

Refenal 

Studmts may lie initially idc^tifM by school personnel when severe 
emotional problems interfere with learning or by other sources (e.g., court 
de^gnated worker). 

EiigiUlity lor s^vices under this agreonent shall be determined the 
Local Interagency Ccmference ami shall include ^udents who: (1) are 
severely impaired in at least two of the following areas: selfore^ 
interpersonal relatiom^ps, family life^ self-direction^ am] education, (2) 
have a p^hiatric diagnosis that is not solely mental retardation or 
dtOTiical dependency^ (3) have been (or is expected to be) impaired for 
at least 1 year, and (4) have needs requiring multiagency coordination 
and treatn^t planning. 

The Board will; 

1 . Provide one contact person to represent the school district by being 
a liaison between the Bc^rd and the Bluegra^ MH/MR Board and 
to proce^ referrals for grant-funded services, 

2. Conduct a referral conference which shall invdvc at least tl^ 
di^rict contact person^ local school repreSCTitative, and tJ^ 
stiKient's par^t(s} in order to inA>nn the par^Ks) about the 
grant-funded services and to seoire permt^ion to release infonna- 
tion about tl^ student for the purpose of making the referral to the 
Kuegrass MH/MK Board for grant^^fiimled services* 

The Bluegrass MH/MR Board will: 

1. Provide a local resources coordinator, who shall receive informa- 
tion about a rdierral, aK)rdinate tl^ digibility determina tion,as^gn 
and supovise the service coordinator, and access crisis services as 
needed. 

2. Provide a boil resources coordinator, who shall conduct the Local 
Interagemry Conference to ctetermine eligibility for services under 
this agreenKnt In accordance with the needs of tl^ studmt this 
shall imjude o^her agnicks, such as education. Department for 
Social Services and Cwnprrftensiw Care Ceiiter. 

3. Cause the focal resources a>ordiiuitor to a^gn a service coordina- 
tes, who will be re^nsible for coordinating tl^ asse^ment, 
treatn^t, and follow-through for students who are eligible for 
SCTvices undCT this agreenr^t. 

4. Cause tl^ local resources coordinator to imm«)iately ai^st an 
eligible ^udmt, who is in a crisis, through th? fl^ble re^nse 
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team— fw example, with crisis intervention, wraparound, or re- 
5{Hte services. 

5. Cause the local resources coordinator to assure continuity of 
serv^ hy reforing tlw student, who is not digible for services 
under this Agreement, to other resources in writing. 

Assessment 

Students who arc eligibte for services under the auspices of this 
Agreement shall have a service coordinator, who shall assist in securing 
the assessments necessary for adequate treatment planning. 

The Board will: 

1. Provide priority assessment (i.e., within 20 work days) of intelU- 
gsncc, academic achievement, and adaptive skills by an appropri- 
ately certified or licensed psychologist/psychometrist. 
Assessments completed within the last calendar year may be 
acceptal^ for this purpose. 

2. Provide feedback tytdephone to the service coordinator within 5 
work days of the assessment and written feedback within 20 work 
days. 

The Bluegrass MH/MR Board will: 

1. Provide a service coordinator to cowdinate the asscssnwnt process 
and repOTt to tlw local resources coordinator. 

2. Provide through the local community mental health center priority 
(i.e., within 20 work days) assessment of emotional condition and 
family dynamks by a master's lew! n^mtal health {milessional, or 
doctoral level psychologist or psychiatrist, with telephone feedback 
within 5 work days and written feedback within 20 work days. 

Treatment Planning 

Once tne necessary assessments arc secured, the eligible student shall 
receive an indivkJual ediMrational plan flEP) for spedal education 
services, when appropriate, and a treatment plan for mental health 
services to be provicted in the school and community. The treatment plan 

shall also ira^ude a crisis intervention jAan for when tl« student presrails 
a dear and present danger to self (»- otiwrs or whose behavior presents a 
severe impediment to other students' aWlity to team. The trratment plan 
is fwTOulated by tl« servfce coordinator and other men*ers of the kxal 
interagency conferwKe (e.g., parents, district contact po-son, local Khool 
representative, mental health professional, and representative of the 
Department for Social Services) and may be modified in accordance with 
the student's needs in subsequent meetings of the Local Interagency 
o Conference. 1 1 W 
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The Board will: 

1. Participate in a preliminary pUmning meeting and the local 
interagencycwferencethroughthedistrictcimlactpersonandkKal 

school representative fm all grant-eligiWe students. 

2. Create an individual educational jAan, which includes special 
educati<m services, and also a trratmoit plan, whi<* includes 
moital health services, for students eligible for grant-funded 
services and specwH educati<m services. 

The Bluegrass MH/MR Board will: 

1. Cause the local resources coOTdinator and local interagency confer- 
ence to detcnnine if the student is eligible for scrviOBS under the 
auspices of this agreement based upon the completed assessments. 

2. Provide eligible students with a treatment plan derived during a 
local interagency conference. 

3. Cause the noneligiWe student to be refeircd for other services with 
a written list of resources appropriate to the student's needs. 

Inteivention 

Intervention for eligible students will be provided in the school and 
community inaccoitlancetotlwIEPand/ortreatmentplan,Menla;hcallh 

services will be coordinated by the service coordinator. 

Tte Board will: 

1. Provide regular edur tion and special education services as out- 
lined in the lEP and /or treatment plan {which were in part 
formulated by sdwx)! personnel). 

2. Provide in-school discipline asoutlined in the lEPand/or treatment 
plan, which includes the crisis intervention fdan. 

3. Contact thcservicecoordinator when a shident'sbchaviorpresents 
a clear and present danger to self or others or a severe impediment 

to other students' ability to team. 

4. Assistin nKxlifyingthetreatment planasneeded inorder to provide 
continued educational and nnrntal health services. 

The Bluegrass MH/MR Board wifl: 

1 . Provide mental health services as outlined in the treatment plan. 

2. When appropriate, provide the services of the schoo^hased treat- 
ment team. These may include, but are not limited to, consultation, 
counseling, training, assisting the teacher, and assisting peer 
integration. 
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3. When af^jropriatcv provkle the seivlces of flw fle)d^ 

team. These may include, l«it are not limited to, cri^ intovcntion, 
wrapaiDurai, axA respite. 

4. Provide access to other grant-furwled programs as iweded, which 
may include but are not limited to after-schoc^ program, day 
treatment, respite;, intensive in-home, and therapeutic foster care. 

5. Facilitate access to otlwr community reaouree^ sw* as other 
services of the community n^tal h^lh center, recreation, and 
others. 

6. Provide the service oooidinator to continuously monitor services 
and help modify the treatment plan as necessary. 

FoUow-Thiough 

During the intervcntton phase the student's progress will be monitored 
1^ the service a )rdimtor ami reported to the local inten^Bwy ccmfer- 
ence. The student's entolional comlition and behavior may change to 
indicate that planrad intervention in the sclwol are! community is no 
longer apfm}priate, either d\x to impnjv«nent or regression. Follow- 
through allows a continuity of carcdther to long-term statistical tracking 
(after substantial improvenwnt) or to more intense, restrictive services 
(after substantial deterioration). 
The Board will: 

1 . Provkle tltt di^Tict rontact person and local school representative 
to participate in tlw local interagency conference, which reviews 
the student's progress and needs. 

The Bluegrass MH/MR Board tviU: 

1. Providetlwlocalresourcescoordinatorandserviceooordinatorfor 
the local interagemry amfeence, which shall imJude the parents as 
wdl as other involved agenctes. 

2. Cause tlw placement review committee %vith the service cooidina- 
tcw to detormimf the races^ty of more intense, restrictive services 
(e.g., hipatient hospitalizatton), when the student's emotional 
condition ami behavicn* have det«iorated to the point that school 
ami community interventions are iw longer appropriate. 

3. Qsoise the service cocsdinator to facilitate the referral to more 
mtense, restrictive services and to participate in admissions and 
dischaige planning. 

4. Giuse the service coordinator to facilitate the transition from nwrc 
intense, restrictive services back into conununity-based SCTvices 
ttm>ugh the local interageiKy conferCTce. 
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5. R^CT dlw Student to a|^MX)]Miate oomiTOinity icsoui^ 

lenn statistical tmddi^ when the studenfs emotional condition 
and bei»v&»' ha^ improved to the point ctf ik> Ioi^ needii^ 
grant-funded services. 

Effective Date of Agreement 

This agreement shall become effective when ^gned by the Superinten- 
dent of the Board erf Edwation and the ^cecutive Wrertor of 

the Bhiegrass Mental Health/Mental Retardation Boaid, Inc. It is to 
teni^te 1 year firwn Utat date, £<ubfect to reiwwal. This Agrecnrant may 
be canceled by either party upon 30 calendar days written notice to the 
otho". 

If, during the term of this agreement it is deemed necessaiy by either 
party, the Agreement may bereviewed and revised by mutual agreennent. 

This Agreement may be continued beyond the termiiution date with 
written agreement boQi parties. 



Superintendmt of the Board Date 



Executive Director, Date 
Blueg^ass Mental Health/Mental 
Retardation Board, Iik. 
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Bluegrass Impact Consent to Treatment and Consent for 

Release of ConHdential Infonnation: Bluegrass 
Interagency Mobilization for Progress in Adolescent and 
Children's Treatment Interagency Infonnation Exchange 



who is a child {SS# ^- - ) applying for servicjes 

provided by Bluegrass IMPACT, a project of the Cabinet for Human 
Resources and the Bluegrass Regional Mental Health/Mental Retarda- 
tion Board, Inc. I hereby give permis^n to those agendes or providers 
afBliatcd with Bluegrass IMPACT, a lisdng of which has been given to 
me, to provide services to my child including consultation with agencies 
which may not have had direct contact with my child. 

' «ecognize that the services for my diild's condition require the 
collaboration of numerous a^tKies and service providers. 1 uraicrstand 
that this collaboration requires the disdosure of information about my 
child so as to Iwlp ihe various service providers to make necessary 
assessments and service plans. 

I understand that the following infomuition may be released to service 
providers: 

1 . The full nameand othw identifying information regarding my child 
and our family. 

2. EMagn(»tic and assesOTient information including psychological 
andpsychiatricevaluations,nwdicaIhistorics,andeducationaland 
social histories. Tlwse evaluations may include references to other 
family members. 

3. Trcatment and /or education rehabilitation or habilitation plans. 

4. Current observations of behavior. 

5. Recommendations to other providers. 

6. Periodic follow-up on non-accepted child. 

The purpose of this disclosure diall be to facilitate service delivery to 
my child. 

I further understand llwt the information gci^ated or obtained by tlw 
pro^ can be shared with the agencies or providers affiliated with the 
project. 

This authorization to release information extends to the various 
interagency committees and response teams of project IMPACT. I 
authorize data to be shared with the Cabinet for Human Resources, 
Department for Mental Health and Mental Retardation Services, Division 
of Mental Health. The purple of this disclosure is to assist in needs 
assessment and planning for hilure services. 



I, 

parent 



J hereby declare that 1 am the 



or guardian 



of 
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I also understand that this authorization foi 'lelease of infonration will 
be in effect for tiie duration of sCTvkes im>vidcd to my child and will 
exfrire upon terminatton of services. I undmtaiKi that I can revoke this 
consent at any time and this consent shall he reviewed annually. 

Affiliated Agencies and Providers 

Department of Social Services 

E>ivi»on of Mental Health 

Gjmprrfwnsive Care Center 

Kentucky court ^tem 

School districts: 



Health departments 

Urban county government children's services 
Private thca^apist: 



P^hiatric hospital unit: 
Therapeutic group hom^: 
Other: 



I certify that 1 have read and understood the content of this form. 



Parent or Guardian Date 



Witness Date 
REVOCATION REQUEST: 

I hereby revoke the authorization for release of information pursuant to 
the terms above. 



PSarent or Guardian Date 



Witness Dale 



Reprinted by permission, Kentucky Deparln^t of Mental Health, 
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Kentucky IMPACT Case 
Conference Format 



The 1-Hour Child S]>ecific Service Team Meeting 

The stroke coordinator prepares pamits anJ professwrmU before the meeting, 
fmHtatesthemeeiing.and records therein 'nchdkimard.newsprint, 
bcmrd. 

5 mins Intnxluctions, description of the nxxning structure, reminders 
about tlw ground rules, signing of the confidentiality agree- 
nwnt, 

10 mins The parent or the referring agency presents key infonration 
about t}^ chiki ami situation (uninterrupted); the decision 
about whether the parent or agency should make tin? first 
presentation must be carefully made in advance and must 
reflect the needs and wishes of the parent. 

3 mins Follow-up questions ami clarification (not challenges or 
disagreements) 

5 mins Tl^ parent the referring agency, or another agency represen- 
tative presents additioi^, previously uncovered information 
(uninterrupted); if tiie parent has not presented fir^ 1^ or she 
shoukl do so this point, unless some other choice has been 
made. 

3 mins Follow-up questions and clarification (not challenges or 
disagreement). 

{Repeat the S-mnute pr€S€ni$iHm followal by 3 minutes of follow-up for mch 
additiofud ageruy or meml^, to a maximum of 30 minutes.) 

lOmim Identify ami make a visible list of the important issues 
(brainstormii^ process). 

15 mins Orate ami visiWy record an interagency service plan, taking 
each important issue from the brainstorming ami recording 
information on po^er^ize paper in the following fonndt: 

V9 
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Tasks 
(WhaU 

Begins ta^ 
statanmts with 
action \^sb5 



Assignment 

(WlK>) 



Due Date Cimunenls 
(When) 



(More time wiU be avaUabk for case f4anmng in most amferences, because 
presentations wiU not fill the first half hour J 

5 mins Complete the iwritten jHan, summarize it, remiml people of 
assignments, set tlw next meeting date (if necessary) and g?ve 
the tram a sense of closure. 



KENTUCKY IMPACT'S 1-HOUR MODEL 
Facilitation Child-Spedfic Service Team Meetings 
By Vidd Phillips, Kentucky Department ol Education 

Prior to Meeting: 

1. Notify/confirm with refoTal source and core team numbers 

the meeting date, time, and location. 

2. Invite as approfHiate family numbers, the child / youth and 

any auxiliary personnel wtK»e experience/expertise could 
lend to the dedaon makii^ regarding this particular child. 

3. Provide referral source and invited family or auxiliary 

personi^l with a bri^ summaiy (written or vei1>al) of the 
type of information that the team will be requesting. 

During the Meeting: 
Team Business 

1. CondtKt nece^ry team business or restricted discussion 

prior to considering the facts of the ^tuation. 

2. Ickntify team members' roles: 

a. The service coordinator will typically facilitate the meet- 
ing (sometimes the local resource (LRO coordinator is 
rriied upon to fill this role). 

b. The service cjoordinator charts the "issues" and "service 
plan" portions of the meeting. 
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c. Select oi«tG»min«id)er to cue support and emtnirage- 
ment ctf tite family /child throughout the meetii^ and 
the l^litated process. 

Discuss Coofdinated Sendees 

3. Begin discus^m: break ice, establish a positive climate, 

introduce team men^Ters. 

4. Review purpose of the meeting: state the gpalsof the session 

informally; briefly outline the fbnnat in which the meeting 
will be conducted including the gnnind rules, ihe altotted 
time ftantes, ainl tl« need for adherence to tltt process. 

Senriw Analysis 

5. Request specifkatior. of the problem. (It is important that the 

team attend, focus, ami listen.) 

Presentathn Content 

• Current ^tus of situation/presenting prc^lcms 

• Essential history 

• Family dynamics/agency interactions with optionsalrcady 
explored /exhausted 

Setting Variables Child/Family Response 

Specific Behaviors Variables 
(including strengths) 

Presentation Format 

Referring ageiKy or family /auxiliary n^mbm: 

10 uninterrupted minutes for prcMem ^Tedfication 
3 minutes for follow-up que^ons/darification 
Other ageiKies or family /auxiliary members: 

5 unintmupted minutes for jm^lem ^xcificaHon 
6. Identify ami li^ predominant isues suocira:tly; seek verifi- 
cation from team. (Note: Visibly record issues— e.g., chalk- 
board, dry eraser board, poster board.) 

• Use roumi rcrt>in/''diout our technique— -m) discussion 

• Focus on strengths as well as presenting prd>lem5 

Service Plan Design 

7. Discuss previously formulated issues in the form of tasks to 

be accomplislwd; first consider "imn^iate need" i^ues. 

Task Assignment Due Date Comments 

(What) (Who) (When) 
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If potential soluttora do not iiranediatdy materialize in the form of 
exiting px^;mms/sefvice8 (in otto words, if you get stwk or find a 
need to get crrative) tiy : 

• Takii^ oiw issue at a time (imn^iate iwd; prectominant 
issues first) ami 'l>rairotomung^ the rang? of potential 
ways to intervene: 

Use the rnles for Inainstormii^ 

Ccmader potential for dianging the settingvariables, the 

tTeimvHH', ami/or tl^ re^nse variables 

Dorwibe ageiKy specific 

Brainstorm Brst the potmtial interventions, and then the 
dynamics within whkrh such an intervention might 
materialize (e.g,, potential providers, potential funding 
sources) 

Get crrative— explore all tte possibilities 

• Choosing from the brainstormed list the two or three most 
workable/feasible possibilities ami. 

Design related tasks for the service plan 

Ass^ a team member or the LRC the task of further 
exploration 

• Considering wither a service might be 1>uilt^ for this 
particular ^tuation that mi^t impact a broader ''poor of 
children/youth with similar needs am] thus warrant addi- 
tional consideration, plannii^ and advocacy. 

Closure 

8. Veibally suntmarize tin? n^jor points of Xhe service plan 

imrluding imiividiial team number responsibilities. 

9. Schedule a date for follow-up. 

10. Trarafer servii^ plan from chart (maintain is^es list for 

follow up purposes) — provide copies of plan to conference 
participants. 

AFTER THE MEETING 

11. 

12. 

— 127 



<j Reprinted by permission, I^tucky CJepartment of Mental Health. 
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1991 Annual Report On 
The Alaska Youth 
Initiative 



In 1985, senior staff in the state of Alaska's Department of Education and 
Department of Health and Social Services realized that tl^ had a 
problenn: both ctepartn^ts weie s^uling increasii^ nun^^ers of emo- 
tionally disturbed youth to services outside of Alaska. At that time, an 
interdepartmental committee was formed to addr^ growing pressure 
from sdtools, child velfare, and juvenile justice offices to serel even more 
youth out of state. This conunittee, the Interdepartmental Team (IDT) was 
composed of senior sHaif from tlK state-level offices of t!^ Department of 
Family and Youth Services (DFYS), the Department of Education (DOE), 
and the Divi^on of Mental Health and Developmental Disabilities 
(DMHDD). Out of this committee's work, the Alaska Youth Initiative 
(AYI) was formed, and will shortly reach its fifth birthday. 

The AYI program is r»w servii^ more than 65 ycnith^ aiuJ has an 
unfunded list of ISyouth, Currently, no youth returned from out-of-state 
placement have had to return to out-of-state care, no DOE youth have 
bee.i placed out for over 4 y^rs, artd m DFYS)^uth placed out foralmost 
2yt«rs. 

Important points to know about AYI include: 

1 . The need for AYI services is growing over time. 

2. Mim>rities (Alaska natives and other minorities) are now the 
majority of AYI youth. 

3. AYI has learned tlut when "the adults disagree, the kids faiL^ 
Tterefore, effective service must invdve a pnx^s to help educa- 
tion, n^tal health ami social service ageiKies work together on 
a kxal md state k^vei. 

4. The cost of serving AYI youth in-state is only a fractk)n of the co^ 
of out-of-state care» Over 125 new private-sector |obs were crated 
with the same fumls we used to send to other states* 

123 
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After years of u^g pfogiam models from other ^tes, Alaska is now 
seen as an initiator of program models. AYl is being replicated in many 
other states and is recognized nationally as ore of the most important 
interag^cy efforts for children with severe emotioral problems. 

Alaska Youth Initiative Axmual Report, January 1991 
Histoiy 

Senior staff in the Alaska State Departments of Education and of Health 
and Social Services realized in 1985 that they had a problem with sending 
increasing numbers of emotionally distuibed youth to services outside 
of Alaska. This practice was identified as a problCTi for a variety of 
reasons, including cost, questionable remits, and legal and ethical i^ues. 

Alaska isonly om>of many states that regularly sent their nwst troubled 
youth outside of tl«ir ^tes to receive services. In the past Alaska has 
had up to 200 youth in out-of^tate care at one tims. This number was 
reduced toapproxinvitely90 youth by development of in-stateresidential 
facilities during the late 197Ds, During the early 1980^ the number of 
youth in out-of-state care (DHSS and E)OE) fluctuated between 90 and 
40, depending on the available budgets. At ^imss during difficult budget 
cycles, youth wcsre tm>u^ back from placements and put b^K* into (bsir 
communities witlwut iKklitional services. Other ywith tumsd 18-ycMS-oki 
in out-of-state care and vohmtarily or inwluntarily returned to Alaska. 

In 1985, an interdepartmental committee was formed to address the 
problem. This committee was composed of senior staff from the state- 
level offices of DF\S, DOE, and tlw DMHDD. Out of this committee's 
work, the Alaska Youth Initiative (AYI) was formed. 

A New Services Model 

In the traditional ''cate^ricar n^el of services, chiklien are brought 
into pre-existing progran^ and intervention models. When their needs 
are ra>t met, they aie referred elsewl^ne. In an ''individualized'' nuxiel 
of services, an inteidisciplinary team (including the parent) ^ts down and 
asks the question, ^hat does this youth need so that he or she can get 
better?^ The team looks at not only the medical areas, but family, friends, 
vocational, educational, psyctolc^cal, safety, economic, and otlun- areas 
of need. The team agrees tl^t they will offer the youth uiramditional c^re. 
Thismeansthatifhisorherneedsarenotmet, the individualized program 
win be chained, and that tl^ youth cannot be ^Tricked out." Individual- 
ized servicesprc^;ramssuch as AYI are neither totally state run nor totally 
privately run, but arc partm^rehij^ of state and private agencies. 
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The individualized model, often called ivraparound services^ has been 
refdkated and refined in many {daces in the VS. over ti\e last several 
years. In tfte JourrmI Mmtal HeaOi Admmhtratkm (Sptrng, 1990), in an 
aitidetitted nwRoteof IndivkluaHwdCireinaServiceDdiveiySystem 
fbrChildienand Adcdescetts with Sever^ Maladjusted Behavior/ john 
^rchaid and Richard Clarke sakl The most impressive demonstration 
of the approach is the Alaska Youth Initiative (AYI), Mthere, after two 
years of individualized care, almost aU of Uie chiklren who were in 
residential treatirant progran^ out of state are now in less restrictive 
programs in Alaska.'' 

Significant Program Outcomes 

The principal original goals of AYl (from 1986) were to: 

1. limit further ina|^>ro}^te institutional and out-of-state place- 
ments.* The oaloHne: The flow of youth gtrfng to out-of-state 
placements has been stopped. Only two AYI ymith (out of more than 
1 1 7) ha ve had to be fdaced ou t-of-stete, and both of those were in the 
first 2 years of AYL Each of these youth later rehimed to AYL 

2. *TYansition back our youth who have been ji^uxd out-trf-state." 
The outcome: Th»e is only one youth still outside in legitimate 
placement. (Three oUwr youA are out, but will iwt return because 
their parents have moved mit of Alaska.) No ifi>uth toko was return^ 
to Altaha through AYI fmhi^kfgo 2»d: out apan. 

3. Trovide qpedal imiividualizsd case planning, monitoring, fwo- 
g^amdevdopment,and fuiKiingforyoutharal their families" The 
outcome: AYI is nationally recognized as the leading program in 
this arm of services, and ihs imJividualized nKxlel has iww 
expanded to services for persons with developn^tal disabilities 
ami to adults with severe mental illiwss. The individualized nKxlel 
of services is now recognized as a viable alternative to irotitution- 
alization. 
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Other Outcomes 

Bgures 2 through 8 illustrate important information about the AYI youth. 
Otilier data about actual trratn^t outcomes (reduction of t}» r^d for 
hosjMtalization, number of days spetd in community of residence, and 
oth€»- indicates of health) will be issued in suj^ten^tal form as soon as 
possible. In additfon, the 0nal results from the "Annual Independent 
Review'' study for fiscal year '90 are in the final stages of completion and 
ivill be issued soon. This study was an inten^ve case ^udy review of 1 1 
selected jwuth. 

130 



126 I Integnaing Sertmxs 



Toint In Time" AYI Ontcome Rating 

In 199a the state AYI coordinator and each of the local AYI coordinators 
vme asked to rate all youth who had been in AYI at least 6 months (81 
out of a total of 95 AYl-eiigible youth). The youths' cases were rated (3 to 
0) regarding each of two question. From a "successfulness" question and 
an "in^ctiveness* question, a composite score (total possble=12) was 
obtained and all 81 youth were then rank-ordered. When the successf ul- 
ness question was studied in isolation, a compo^te total score of 6 vras 
possible. Tlw instructiveness rating (i.e., how much did these youth teach 
AYI about doing individualized services?) wasused to select the 1 1 youth 
who were chosen to be subjects of the "Annual Independent Review." 
The question on succcssfulness was asked in the following manner: 
Question: Succcssfulness: How "successful" do you think the 
individualized services approach was for this rase? 
Where: 3 = Successful outcome 

2 = Mixed outcome 

1 = Poor outcome 

0 = No information/unknown 

To increase unck;r^araiing of this characteri^ic, a list of example 
questions was offered for the re^ndcnt to consider while she or he rated 
tlieyouth. For instance, a question n^itiing succcssfulness was "Did the 
youth achieve a more stable, tonger-enduring life styler 

The results showed that the state and local coordinators, in composite, 
rated 67% of the cases as having had a successful outcon^, 15% as having 
had a mixed outcome, and 18% as having had a poor or unknown 
outcome. (See Pigure 1 .) The results were based on a total of 81 cases that 
either had already been archived, or had been active at least 6 months. 

This preliminaiy infomyition suggests that AYI's individuali^ 
services effort has had a considerable import. Overall, 67% of the rated 
youth were coittidered to have experienced a suoc^ful outcome. In 
addition, another 15% were considered to have had a mixed outcome. 
This is a renwrkable re«ilt given tlw extremely challenging nature of the 
youth who were served, and the many extrenwly negative prognoses 
virtually all of these youth had been given. 
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Success Rating fta Youtfi in AYI as of Spring 1990 



Poor Outcome 




(66.7%) 
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Ultimately, what these rating scale data mean is related to the isue of 
external validity* That is, what are the other measures or means that can 
be used to independently com>borate that Ae reported perceptions of the 
raters reflect a clinical reality for these youth? In part, dose examination 
of the ^'Annual Indepemlent Review^ data will be used to help examine 
tl^ validity of these data. 

Questions and Answers 

The following are commonly a^ed questions ami answers about AYL 

1. Q. What are the features ol effect!^ Individualized services? 

A. AYI has identified ten principal features of individualized 
services for youth with severe emotional disturbance and /or 
mental illness. Such a service functions by: 

1 . Building and maintaining nonnative lifestyles. 

2. Insuring that services are client<entered. 

3. Providing unconditional care. 

4. Planning for the long term. 

5. Wwldng toward less restrictive alternatives. 

6. Achieving provider competencies, 

7. Establishing consensus an^ng key decision makers. 

8. Funding services with flexible budgets. 
9* Installing a *'gatekeeper^ function, 

10. Developing measurable accoimtability. 

2. Q. Why should we put so much money into one youth when 

we could offer services to many more less-disturbed youth 
for the same amount of money? 

A* The state must serve these youth. Alaska statutes ami the state 
mental health plan cleaiiy say that tiie state has responsibility. 
It is tte sad troth that less than 5% of dh^ youth consume 80% 
of tlffi total fuiuis availaMe. There is no legal way to avoid 
serving t)^ most disturbed youth first. 

3. Q» Does admittan^ into AYI mean tihat I wHl have no fnrOier 

involvement with the referred ^mfii? (A question that is 
frequently asked by DFYS probation officers or social 
workers*) 

A. You will still be involved in the case. AdmittaiKe into AYI 
m^ns that tl^ ^uth referred will have an interager^ team, 
additional case managonent, flexiUe funds, and individual- 
ized planning. Le^Ily, DPfS can still make the final decisions 
about tl^ youths but experierure has slwwn that youth are best 
served wlten a imm operates on a consensus model. AYI has 
learned that when "^the adults don't agree, the kids fail.'^ 
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Q. Why fihonld schools, mental healtti centera^ or DFYS mess 
with AYI? Why don't our schools, mental health centers, or 
DFYS offices just do their own individualized services? 

A. In fact, AYI %vould like to see more schools, mental health 
centei?, and DFYS offices start creative individualized plan- 
ning around given youth. For example, the reason many AYI 
youths arc in AYI is simply tiiat titey were heading out of state 
because no tl«rapeutic ft»ter homes or other basic services 
were available. In many stales, sdiools, mental health centers, 
and DFYS-typeag^icies have flexible fuiniing arrangenumts, 
interagency teams, and expanded services to allow staff more 
freedom in planning for youth. 

However, there will always be a number of youth who "blow 
through" all services due to extreme needs, are likely to need 
larger budgets than one agency can fund alone, and who need 
the extensive case-management, unconditioral care, smaller 
case load size, intera^nuy teams, and ^l&-lewl planning that 
AYI provides. 

Q. Scmetimes it seems like interagency work is more trouble 
than it is worth. Why not just run everything through one 
agency? 

A. Yes, interagency work is often more difficult to implement 
than running programs with only one agency. Single-agency 
work is less complicated and perhaps more efficient to 
administer. However, these youth and their parents live out 
tlwrc in a con^licated, nwssy world, Iwve multiple and 
complex needs, and are not served well by a single agency 
effort that canntH addrera that complex world. Tterefore, 
effectiw services must involve schools and multiple agencies 
wOTking togetlw on a kxal and state ^vcl This work is rarely 
easy. There are ''turf" ware,, money aiguments, and other 
turmoils, but the extra effort results in better services for our 
youth. 

Governor WaltcrHickel has recently ordered tlw departments 
ami tl»ir divisions to begin wcH-king together as a routine part 
of their buaness- AYI, although certainly not problem-free, is 
the nu)st extensive interagency program ever initiated by the 
CJepartments of Education ami of Health and Social Services. 
Be/ore Congress, in October 1990, in House debate on a 
national mentalhealthbiIl(S.2628),Rep.GeoiigeMillei (D-CA) 
dted the AYI program as being a leading national nuxlel in 
coordination of services to children with serious emotional 
and mental disorders. 
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6. Q. Woaldrt't ttwse yottlh be better off in out-of^Ute institu- 

A. Na A number of recent court dedsions in the tower 48 have 
i^nfbreed the idea that most out-of-state placements may 
even be Iflegal. The bottom line Is that we cannot institution- 
alize youth in Alaska ejoept under strict conditions and then 
only for teiefperiodsoftimeunder direct court order.Sending 
youth far from home and family may only serve to get around 
Alaska's laws, whiA is dearly not a good idea. The National 
Mental Health Association recently completed a major inves- 
tigation called invisible CaiUdren," whidi was an expose on 
tlwjnactfce erf out-of-state jdacenKmts, and called for all stales 
to bring their children home. 

In addition, ctose examination of the effectiveness of out-of- 
state placemCTts shows that ahhough youth may stabilize in 
a locked environnwnt, these changes rarely maintain when 
these youth return to Ala^. On the other hand, AYl has 
shown that often the same youth can be served in his or her 
home environment and maintain gains over time. Indden- 
tally, relocations of AYI in other slates are findii^ basically 
the same answers to this qi;^tion. 

Sending our diiWren to olher slates means more than poor 
treatment outeomes. It means we are soiding our money and 
our jrf)5 to other states. Without AYl over 125 Alaskan 
private-sector |obs would be in jeopardy as once more, we 
would begin to emptoy Texam and Califomlans to take care 
of our children. Ala^ns are now emptoyed to serve AYI 
youth with approximately the sameamount of money that we 
fonnerly allocated to send youth to Texas, Oregon, and other 
states. 

7. Q. Isn't it really dieaper to send youth out-of-sUte? 

A. No, out-of-state placemenis now cost over triple the cost of 
AYI interventfons, arc often in dear vtolation of the Indian 
ChikJ Wdfarc Act (over 45% of AYI youth arc Ala^ natives) 
and are considered to be in vtolation of the rights of the youth 
to the least restrictive treatment alternative {see Figure 7). 

8. Q. I know an AYI youth who isn't doing welt How can you say 

ttds is a good program? 
A. AdmittaiKre into AYI docs not mem instant cure, or that 
miracles wiU happen. AYI intervention does not instantly 
rcveree years of im)blems. In fact, some youth may go through 
many configurations of services prior to Hnding the rig^ht 
^ inlCTVCTitton package. 

ERJC 13;-) 
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AYi has been a unique developmental effort, without any 
otiier HKxieto to look at AYI has launclwd an ^rt to csisure 
that the le«»ro leaned durii^ the dcsmm^tion period are 
now put into practice on a statewi<fe basis, and enormous 
effort has beai put into improving the program. The reality is 
that no program, no DFYS office, school, or mental health 
center is perfect, and AVI is no exception. 

9. Q. Ar«!n't AYI foster parents paid too mudi? 

A. No. To get into AYI,a local and a state interagency team needs 
to agree that the youtii is one of the mo^ disturbed in the stete. 
Therefore, anyone delivering fostCT care can expect to have a 
youth who |m>ves to be veiy difficult to live with and to 
commit to serving. If the youth were not in AYI, he or she 
would be in a service that costs several times what the entire 
cost of AYI is. It makes no sense to try to save money on foster 
care and then sperei far more money to institutionalize the 
youth. AYI is presently exploring tlw use of the new DFYS 
youth severity rating scales to make the foster care rates more 
consistent on a statewide basis. 

10. Q. AYIyouthallhavementalhealthproblems/whyisn'tmental 

health (DMHDD) more responsible? 
A. In the past, there is no doubt that DMHDD did not meet the 
challenge of sming hi^-risk youth and that DPfS and 
sdtools have conseqxiently bom the burden of service for tlwse 
youth. However, in 1986, DMHDD made a commitment to 
change this, and AYI was the first effort attempted. Since1986, 
DMHDD has funded n»ny new programs to serve priority 
youth all over the state, although the new programs cover less 
than 8% of the youth in need. DMHDD data show that over 
one-half of the youth served in these new programs are DFYS 
cu^ody)vudi. 

The new state Mental Health Plan calls for far greater 
expansion of these services, but they will still depend on 
legislative aRjropriation, regardless of what the plan says. 

11. Q. Is D¥yS spendfaig more money now on tiwse youth than 

before AYI? 

A, No. At theslartof the AYI effort, DFYS was spendingannually 
ap{»ro)dmately 6te same anvnint of funds in out-of-state 
services that they now have in AYI and to SCTve tte few 
remaining youth who are in out-of-state services. In 1^, 
DFYS spent this amount of money to serve 23 youth out-of- 
state. Now, \he same amount of funds serves more than 55 
DFYS youth through AYI ^^^^^ youths stin out are slated 
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to return) because DMHDD has Glared the cost of serving the 
youth (or p»id the entire cost), and because in-state AYI 
services are far cheaper than out-of-state care (sec Figures 7 
and 8). 

12. Q. HowdoIreferayoufiitoAYI? 

A. The state level Uiterdepartmental Team (IDT) will review 
leferrals from school districts, community mental health 
centers, DFYS offices, or the Alaska PsycWatiic histitute. 
Please write to AYI/DMHDDal Box H-04, Juneau, AK 99811, 
for a romfrfete rcfCTial ]>»:tet. 

13. Q. Are there still Alaskan children in out-of-state care? Why, 

and how much do fiiey ccRit? 
A. There are still ftnir children in out-of-state care. Three of them 
will iKjt be retumif^ to Ala^ because tteir families no longer 
live in Alaska. It is often difficult to get the new states to pick 
up custody of tl« youth, but AYI is in the process of planning 
individually for the youth in the slates where their parents 
live. The one youth who will return to Ala^ will do so in 
June. 

The bad ne%vs is that the youth still outside cost over $400 per 
day, per child (total of $584^ per year). The good news is 
that it has been over 4V5 years »nce the DOE sent any youth 
outside, and almost 1\4 years since DFYS has sent youth out 
(except for one )routh who was sent out and retunwd after one 
month). 

14. Q. What evidence do we have that AYI is a good effort? 

A. Even though much work remains to be done, after a 5-year 
developmental period, the Ala^ Youth Initiative program is 
beii^ wkidy recognized asa national ami international nwdel 
for serving youth who have severe emotional disturbance 
and /or mental illness. 

In (heCmf^theSerimtsfyMeritalfynhAmingi^SUUePrognms, 
1990, E. Fuller Torrey, M.D. and colleagues promoted AYI as 
a fmnnisii^ developnent Torrery said: 
"Services to seriously emotionaHy distuibed children in 
Alaska have been ctosely watched by child mental health 
advocates nationwide. The reason is that fcHr die post few years, 
the state's Departmoit of Health and Human Servicesand the 
Department of Education have been operating the Alaska 
You tfi Initiative (AYI), an ambitious program to Iwing home 
the numerous diUdrni sott out of statedue to a lack frf services 
in Alaska. AYI empha^zes flexible services that are taitored 
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to the needs of duld; the program's funds can be used to 
purdiase virtually any service that a cdiild needs to remain 
staMe and at home.'* 

The Research Triangle Institute, under contract %vith the 
federal government, visited sitesand researched ten states that 
had received ma|or fedoal grants to nwdify services to 
diikiren (including Alaska). Of the ten states, only Alaska was 
judged to have achieved or made sutetantial {m}gres5 toward 
five of the six major goals of the grant program, and to have 
made some major progress toward the six&i amJ final goal of 
the fHogram. JY^se results wctp puMi^ied in a document 
tilled The CASSP Miial Coftort Study, Volume I: Cwss-Siie 
Findings. After interviewing a wide cross section of Alaskan 
"stakeholders" such as agency personnel, local program staff, 
and parents of youth with setious mental illiwss, the Research 
Triangle Institute staff concluded that: 

"Interagency coordination in Ala^ at the time that the 
CASSP project started is generally acknowledged by stake- 
holders to have been minimal. Stakeholders were unanimous 
in the view that intmgency coordination has improved over 
the past five y^rs, and most attribute that improvement to the 
experience gained in AYI." 

The National Insti tute of Mental Health recognized AYI as one 
of six nationally most-influential children' s services efforts 
throu^ funding of a major research project, which is titled 
"Alternatives to Residential Services." Also, last j^r at the 
Tri-CHscipline G>nfereiH3e in AiKtorage, AYI was named the 
"Mental Health Program of the Year." 
In addition, govemn^t staff in the followirjg 34 areas have 
reque^d and rearived extona vc training on AYI (via on-ste 
training or by teleconfemKe. AYI staff have done this on their 
own tin»): 

District of Columbia; Nebraska; Vermcmt; Maine; Maryland; 
Florida; Hawaii, Pennsylvania; West Virginia; Ohio; Ken- 
tucky; Minnesota; Wyoming; Missouri; Illinois; (Zalifomia; 
Oregon; Washii^tsm; Idaho; Montana; Colorado; Utah; CHda- 
homa; Arizona; Nevada; North Dakota; Guam; Viigin Islamis; 
New Hebrides; Australia; Hong Kong; Tahiti; American 
Samoa;Saskatclwwan, Canada. In addition, the forma- Alaska 
(Zommis^oner of Health ami Social Services presented trans- 
lated AYI program descriptor materials to healtit authorities 
in the Soviet Union on a state visit in 1988. In 1989, AYI staff 
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pres^ted the program on a national public television pro- 
gram tilled "Stale to State." 

Unfunded Youth 

Unfortunately, the number of extremely disturbed youth in Alaska is 
increasing. The soda! need for foster care, leadential services, juvenile 
justice, child protection, special education, drug rehabilitation, commu- 
nity mental health services, psychiatric hospital resources, and other 
services is growing. The referral rate to AYI has grown faster than the 
available «»ources. AYI does not keep a traditional waiting li^, but 
instead reviews the referrals and enters them on a list of "unfunded" 
youth if they are deemed eligible for AYI. A team is formed to put together 
a tentative plan and budget for the youth so that the IDT can inform the 
appropriate division directors of the status of the fiscal need. Based on 
the types of youth that are being referred, the intcnsi w needs of Alaska's 
most disturbed youth are clearly going to continue to grow (sec Figure 
2). 
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nGURE2 

AYI Acceptance and Archival lUtes by Fiscal Year 

This figure shows the rales of acceplaiKe of youth into AYI. This shows 
that, across time, the iwed for servkss is growing. The only way to serve 
additifHuil unfunded youth is by increasing discharges, limiting costs, or 
developing other services. 




FY87 FY88 FY89 FY90 i/aFYQI 

RSCAL YEAR 



■ Adive Caseload 
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ncuREa 

Ethnicity of 117 AYI Youth 



This figure shows that minorities are now the majority in AYI, 



Other Am. Indian 
(2.5%) 



Other 
(3,4%) 



Alaska Native 
(40.7%) 




White 
(45.8%) 



Unknown 
(2.6%) 



Black 
(5.1%) 
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nGURE4 
Age at Acceptance of 116 AYI You A 



This figure shoM^ tfiat youth arc being rcfened to AYI at a younger i^. 



AGE AT ACCEPTANCE OF 116 AYI YOUTH 




FY87 FYSS FY89 FY90 V2Fy91 
FISCAL YEAR 
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nCURES 
AYI md IDT Funding by Agency 
(Youtti Who Are Active and Funded \ » 62) 

This figure fhe amount of funds contributed to AYI for fiscal year 
'91 by each participating state agency. 



DD 
($55,388) 
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ncuREe 

Mtaltiple-^ency AYI Funding Tmexn, by Propcnrtion of Total 

Caseload 



This figure illustrates that ihe fundii^ for individual AYI youtti is often 
shared 1^ die participating agencies . . . interagency collaboration in 
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HGURE7 

Non-Alaskan Facility Cost Ctmparisons: Out-of-State venus AYI 

This figure shows the actual verified per-day co^s of 10 out-of-state 
institutions compared to AYI projected first-year costs for the unfunded 
youth and actual average cost over iivne of AYl-funded youth. 
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nCURES 

Oll^o^State Costs Compared to DFYS and AYI In-State Costs, 

All Cmts Averaged 

This figure sliows the c»st of AYI interventions compared to tiie average 
cost o( a DFYS funded residential bed, and to the average daily cost of 
five conummly used out-of-state fadlities. The ejected first-^year cost of 
the "AYI unfunded*^ group is higher than the actual average cost over 
time of the ''AYI funded"" group because AYI youth tend to cx>st more 
their first year and then rapidly decrease in cost as tl^ youth improves. 
Out-of-state costs only rise over time, and do not reflect add-on costs, 
such as education and medical costs (often adding $100 or more to the 
daily cost). 




146 



142 / htegnaingSen^ 



AYI Successes 

lliefolbwingarcexamptesofAYI successes Tomaintain confix 
namesiy locations, and inim>r tteta^ have been chai^d. 

Keitiv age 10^ came into AYI 2 years agp. He was idsamkmed by his 
{>aientsatage2,andhad13failed(6sterhonies.Heattacked his teachers 
atschoolonnunim>usoccaaonsandphy^callydestn>yedadassioont. 
He was refened to a locked psychiatric hospital in Oregon, but was 
diverted into AYI instead. During tiie first 6 months of his program, 
Keith showed many diaUenging and distuiM behaviors. Now, 
because of tlw success of an i.it«nsive indivklualized plan and a 
determined team that did iK>t give up on him, Keith has Kved with ttw 
san% ^Tedalized foster parent for 2 years, is doii^ well in school, and 
is vifarant, Imppy, and has great potmtial. The cost of his care has been 
37% of the cost of out-of-state placement. 

Suzy, age 18, has been transitioned out of AYI for over 6 months. She 
camw into custody at age 4. FaiKi^ in sd>ool as a qxicial edwation 
student, she came into AYI at age 15 with a long history of assault, 
suidde attempts, runaways, and drug use. She had failed in all 
placements with family and foster parents, and frequently falsely 
acciued caregivere {rf sexual abuse. Led by local AYI staff, school, 
mental health center, and DFYS staff, an interagency team designed 
and jointly impleironled a specialized "shared care" arrangement in 
the community, which prepared her to later live in specialized foster 
care. She is now in school full time, has been drug free for over 2 years, 
is living with a caring family number, and is planning on entering 
college after ^ gr»iuales from high school. 

Gerald, age 18, came into AYI at age 16 after spending 3 years in a 
locked p^hiatric Iw^ital in Texas, at a total cost to the Ifepartment 
of Education of over $300,(XX}. He was from a small village in soutlwast 
AlasJca. In his first week back frcnn out-of-state care, 1« i^ulted a 
neighbor and stole from the local diurch. Huough AYI and a highly 
individualized plan iiKluding a team, a work program, and intensive 
family sipport, 1% has recently graduated from high school ami is 
working part-time as a laborer, and is a contributing member of his 
village. 

Debbie, a^ 18, suffers from schizophrenia. Four years ago, after 
frequent and disablii^ psychotic teeaks, she was not able to attend 
school, was increasin^y unable, awl her pamtts were at risk of 
divorce due to the stress. Her psydiiatrist felt that she might have to 
be instihittonalized in Seattle. Through an individualized AYI plan, the 
psydiiatrist, the community moital health center's AYI staff, ami the 
k3ca] special education staff worked to educate Debbie's friends and 
family in the subtleties of mental illness. Del^ie had a flexible school 
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plan that could chai^ from a sdiool-based program to a hcMne4)ased 
program when stw had active mental illness. Her parents recaved 
re^te cane and dSher su|^rt services* Del^ has now gcme over 2 
years wittout a ji^ychotfo bieak, did well in high sdtool, is guNlually 
increa^i^ her h^urs at die total c^lcgev and hm: tonily ^ stable. 
Cimiiie, age 17, with a long history of viol^me ai^ suidde atten^, 
was in a tocked ps^hiatric to^tal in Tenmr»« for 2 yem, at a co^ 
to DPyS of ovCT $150^XX) per year ^ started u^i^ dru^ and became 
pregnant when shs ran away from the hospital. After her hospital 
discharged 1^ due to pregnancy, she was returned to Alaska wiOi an 
armed guard. The mit-of^te institution reconumnded ho* return to 
the institution after she gave births and fdt that sl^ could not parent 
Iwr child or be served in the community. Using AYI as back-up, a team 
consisting of the local social worker, a guardian ad litem, local AYI 
staff, and her grandmother designed a flexible plan to phase her slowly 
back into her community. She eventually obtained her CED and is 
succe^fully parenting iWr baby, who Iws not had to be placed in state 
custody. 



Youth Who Have Not Benefited 

As the information in Figure 1 indicates, tnerc have been youth who have 
not benefited from the program. Approximately half of tl^se youth fit a 
clear profile: They entered the fm)gram at age 17 or okier; they had the 
legal right to reifuse further involvCToent in the 'program; ami they 
exercised this right and witMrew from the program even when tl^ 
services teams continued to offer uncomiitional care. Seveml of these 
youths have voluntarily returned to AYI (some of them many times), and 
some of tton have eventually ^made it^ in the program. Otters have 
i^ver returned to the program. 

Over 75% of the youth who have not tenefited from the program have 
been conduct disordered youth who have extensave involvement 
with juvenile justice (Youth S^ces) during the time that they were in 
AYI. Over of the youth who were rated as havii^ ^poor outcomes'' 
have ^ce improved and appear to be bc^n^iting from indivkiitalizcd 
services. 

All youth are mrt succeeding in tte program. For example, a youth may 
have conunitted a crime while in AYI arni have been lodced up in 
McLaughlin Youth Center. This youth is considered to be stiC in AYI, and 
services will continue when he is considered ready to be rel^sed. For 
sonte youth, {^institutional placenient is a very effective }u\^ 
or n^tal health tr^tment alternative. important factor is that AYI 
^ does not give up on these youth m>r does AYI conader them to be failures. 
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Another factor affecting youth who are not benefiting from AYl 
snvicesinvidvesaieintegrityof the individualized interventtonsoffered 
to the youth. As witti any model of services, great care must be taken to 
monitor the "dcwig" of the interventions. External (nogram revkw has 
indicated that the AY! providers sometimes do not follow the basic 
"must-dos" of individuahzed services. AYI now recognizes the need to 
perform bettei and more frequent training about the "Tiow to" part of 
individualized services, and the need to monitor the performance of 
providers on a more frequmt basis. The job duties of state-level AYl staff 
are beii^ reivritten to ensure that this training and nwwiitoring is done. 

Recent Improvements 

During the last year, the AYl program has undergone some mapr 
dtanges. Some of these were in part generated by (fining feedback 
from parents <rf AYl ymitlv advocates, providers, ami other interested 
parties. *n addition, AYl was the of a major external review by a 
national expert in the delivery of individualized services. Dr. John 
Bunrhard, (rf ihc University of Vemwnl. Dr. Burchard was the Commis- 
sioner (rf Health and Social Services for Vennont for over 5 years. His 
review «md jwevtous revie%vs reported, among other thii^, that AYI 
needed to improve training of staff and providers, develop btiicr 
budgeting procedures, and develop policies ai^ procedures that would 
provide better liability protection. 

AYI has now finalized and is testing foster parent training packages; 
hasdramatically improved fiscal managnnentand budgeting procedures 
and has produced a draft policy and procedures manual; has developed 
and implemented a training package for all new staff and providers; has 
revamped all filing and documentation procedures; has developed a 
database on all AYI children; and has produced draft regulations on AYI. 



Improvements Needed or in Progress 

1. The IDT feds stror^y that the present system in which each 
participatir^ state agency keeps its own AYI budget and then 
blends the funding, is an inefficient system. A better, more 
cost-effective alternative wouM be to create one AYl fund that the 
agencies wouki then manage jrtntly. 

2. The IDT feels that staff from the Division of Alcohol and Drug 
Abuse, the Division of Medical Assistance, Devetopmental Dis- 
abilities, and from Youth Services should be added to the IDT. 

3. AYI is working to improve its meAodsoftracking and measuring 
services outoon^ through partidpatton in a multistate effort led 
by the Center for Research gmd PuWic Policy in Pennsylvania. 
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4. AYI is working to develop better polides for how and when youth 
are discharged, and to recruit more agencies to be AYI providers. 
In addition, better m^hods of recruiting and maintaining special- 
ized foster parents need to be developed. 

AYI Management 

The Alaska Youth Initiative is managed by the Interdepartmental Team 
(IDT). The current IDT is: 

Carolyn Frichette^ MA, Residential Services Coordinator, Alaska 
Division of Family and Youth Services 

Richard Smiley, PhD, Consultant, ED Programs, Alaska Dq?artmcnt 
of Education 

John VanDenBcrg, MA, Coordinator, Child and Adolescent Mental 
Health Services 

AYI Literature 

The following AYI-related documents may be c*tained by writing: 

Alaska Division of Mental Health and Etevelopmental Disabilities 
Attention: John VunDenBergor Robert Sewcll, PhD 
Box H-04 

Juneau, AK 99811^20 

PLEASE NOTE: WITH THE EXCEPTION OF REQUIRED STATUS 
REPORTS AND TRAINING MATERIALS, ALL PROFESSIONAL WRIT- 
ING BY AYI STAFF HAS BEEN ACCOMPLISHED OUTSIDE OF WORK 
HOURS, DURING THE PRIVATE TIME OF AYI STAFF. 

Bom, David G,, VanDenBerg, John, & Risley, Todd R. (1988). The Alaska 
System of Statewide Monitoring <^ Client Outcome Data. Juneau: Alaska 
Department of Health and Social Services. (19 pp.) 

Sewcll, Robert. (December, 1990). Answers from AYI: A Series of Summary 
Statements Regarding Sel&:ted Feature of AYL Juneau: Alaska Depart- 
ment of Health and Social Services. 

VanDenBerg, John, (1 W). Initial Demonslrution Profit Outamtes. Alaska 
Division of Mental Health and Developwraital Disabilities. (12 pp.) 

VanDenBerg, John. 0%9).The Alaska Youth Initiative Prograr^ Background, 
(37pp.) 

VanDenBerg^ John. (December, 1990), State and National Recognitior^ The 
Alaska Youth Inittative. Juneau: Alaska Dej^rtmenl of Health and Social 
Services. (7 pp.) 

VanDenBeig, John, Rummel Jacqueline. Brimner, Karl, &; Sewell, Robert. 
Status Report: The Aksha Youth Initiative. (March, 1989). Juneau: Alaska 
Department of Health and Social Services. (20 pp.) 
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Books (X Book Chapters 

Several books or book diaptm about AYI are currently underway, in 
vark>u$ stages oS oomj^ticm: 

1. Georgetown University is publishing a book on AYI that ftxnises 
encase studtesof ton selected AYI youth.Thisluuk been tentatively 
tiQedOneKUtttaTme—ThiAlmkaYouthIidtktnx:ADe^^ 
t^MwUuaiixei Servkes. The authors are ]. BurchanI, S. Bu?chard, 
R. Sewell, and I. VanDenBeiig. 

2. Yak University School of Medicine is publi^n^. a book tided 
How to Hdp (Mdrm ard AMesants Wto Htax a Bioh^:idfy-Bas^ 
Brmn Dis(m^—and Their Caring Familks. The book will include a 
chapter cn the value of individualized services in tieatii^ youth 
who suffer from serious mental illness. The author of this chapter 
isj.VanDenBeig. 

3. Tlw National Institute of Mratal Health is publishing a mono- 
graph on three rmxiel programs that serve youth with severe 
enu)tiona] disturbances. This will be part of their Series on 
CimmumtyServices volumes tl^t arepuMisI^ through theCASSP 
Technical Assistance Center. The author of the document is }. 
Katz-Leavy. 

4. AYI staff on a local and state level arc compiling an edited book 
on individualized services {J. VanDcnBergand T. Risley, Eds.) that 
is presendy untitled. 

5. Two artides cm AYI are soon to be published. The fu^, titled "Hlie 
Value of Buikiii^ Individualized Services Into a Standard Sysiem 
of Care," ivill be puUished in the Fall, 1991 issue of AdminbtraHm 
and Ptiicy in Menial Health. The other article, written for parents of 
children with a mental Bness, will be published in the fall 
new^^tter of Hve National Alliamre for the Mentally III Child and 
Adolescent Network. The author ofboth articles is J. VanDenBeig. 

This document was prepared by John VanDenBerg, Coordinator of Child 
and Adolescent Mental Health Services, DMHDD; Robert Sewell, PhD, 
Coordinator of Indivkiualized Services to Children, DMHDD;and Karen 
KuMey, Individualized Services Fiscal Specialist, DMHDD. 
Please write or call if nwre information is i^eded. 

CHILD AND ADOLESCENT MENTAL HEALTH SERVICES 
DIVISIC»M OF MENTAL HEALTH AND DEVELOPMENTAL 

DBABILmES 
BOX H-04, JUNEAU, ALASKA 99811 

(907)465-2195 
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Special Recc^itions 

AYI is the work of literally huiklreds of Alaskans. At the jxesent time, 
there are over 125 perscms who have fobs caring for t)K> AYI youth with 
tlwsantt funds t'uu « uoed to hire perwns in oth^ ^tes. Howev«-, 
several groups i>copte need ^Tedal mention as beii^ key to the 
devriofmient of AYI: 

First, credit must go to all of the pcn^ns wto wori( directly with 
youth, indudii^ 1^ pareaits are) families. These people, and tiie youth 
themsdves^ are the real Iwroes of AYI. 

Next, thanks to all t}% policymakers who have made key dedabns that 
have re»ilted in our succe^fuliy keqnng our youth here in Alaska where 
they belong. 

Finally, thanks to all of the suf^rt personnel within the DOE and the 
DHSS who woric behind Uw scenes^helping push budget revi^ns 
through, managing personnd i^ues, ordering supplies and paying bills, 
and all of the other critical tasks needed to nvicc an effort work. 



152 



Appendix F 

Bluegrass IMPACT 
Accomplishments to 
Date 



Section ZA. Simunaiy of Progress on Development Year 
Objectives and Work Plan Tasks 

TTw develofHnent of a oom]»^e}^s«ve system of care for children with 
severe emotioral prol^im has been an exdHi^ challenge for the 
child-serving agencies in Kentudcy. The comfdex service needs of the 
children and their families have been further clarifled through the 
Kentucky Robert Wood Johnson Fbundation Initiative, now known as 
Bluegrass IMPACT— Interagency Mobilizatran for Progress in Adoles- 
cent ajnd Children's Treatmcsit The need for muJtiagency coUaboration 
and fundii^ has been fortified in the development of ^nurtures to 
reo^pnze and respcmd to these needs. 

Three gpaSs vtere identified eariy in ihe process of tlw devetopnnent of 
this system of care. These gpals and a summary of the progress that has 
been made toward tNjr achievement are listed bebw: 



Goall: Organization— Improve inten^ency coordination of public 
and private servkro on behalf of children and youQi wl&i severe 
emotiimal problems and their family members. 



Summaiy of Progress 

• On October 19, 1989, a Robert Wood Johnson Foundation Forum for 
Children am) Youth with Severe Emotional Problems was held in 
Lexii^n, Kentucky. Gathered togeth^* were 150 represraitatives of 
state, regional, and local chikl-servii^ agencies and parent ffmxps to 
team from naticmal expats about the possibilities that exist for children 
arci their families when services are comprehensive and coordinated 
and to share thdr priorities fen* a system of care in K^tucky. The 
objectives developed by these people and their continued efforts have 
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driven the develojHwnt process and have led to the current im- 
plen^tation strategies* 

• Goverror Wallace G. Wilkinson sri^rad E)tt?cutive OixIct on 
Noven^xT 6, 1!^, crffkiaDy est^Mishing ibe State Inter^ency Council 
for Children and Youth widt Severe Emotional Problems (SIAC). This 
oitier enables tl^ SIAC to c^tsMish r^onal coumrils (RIACs) and to 
take actk>n on diikiren's issi^ regarding the coordination, livery, 
and financing of services. PiEirtkipants on the SIAC indude die cteputy 
secretary to the govenwr^ tl^ secr^iy for the Cabinet fm Human 
Itesouroes^and tl^conunissioKTsamldirectorsof thestate'schikJ-^^ 
inga^mnes. 

• Thestateinteragencycooidinator,theregional interagency coordira 
ami two support staff were hired in Sq>tember and October. 

• The State and Regional Cournnls (SIAC and RIAC) have met on three 
occasions to provide direction and to implement recommendations 
affectii^ the services to the targeted chikiren. 

• Seven regional committees have worked tirelessly to address organiza- 
tional, financial, and service delivery issues. The content areas of case 
management, community services,c^ta management, education, place- 
ment review, and reskiential services l^ve been explored. Recommen- 
dations from these committees have been made to the RIAC and SIAC 
for approval Each of these committees have multiagency and multidis- 
cipUnary representation. 

• Written interageiKy agreements have been drafted and m?gotiated with 
the community mental l^lth centei5, social services, the district courts, 
the sc1k)o1 districts, providers of residential and hospital services, and 
health departn^t representatives to coordinate tl^ caregiving ^rstem 
on behalf of children with severe enwtional problrans wlw have been 
deierminec^ to be in greatest raed. Many of the agreements have been 
sigrad and becan^ ^ective on August 1, 1990. The benefits of this 
collaborative effort l^ve already t>een felt* 

• Policies aiKl procures for tl^ operation of SIAC and the Bluegrass 
IMPACT Regional Council have been drafted and approval is pending. 



Goal 2: Finance^Ensore financing for a comprehensive system of 
care Ummgh creative interagency collaboration and public*private 
partnev^ips* 



Summary of Progress 

• A SIAC finance committee has separately to address the funding, 
billing, ami tracking needs of the project. 
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• Asecurenuttchhasbeendetamined witht^ 

($1^^), Medicaid Smdces (estimated $222^) and Education 
($100,000}. Local goi^mi^t hmds have been requested to suj^port 
several staff posatk)ns in the [Hlot area ($48,000). 

• U»i^ Kuegri^ IMPACT as a nnxiel^ a statewide system of care for 
diildren with severe emotional probknra was developed and been 
presented to the 1990 Kentucky legidature for possible funding. This 
plan was a cooperative effect of tl^ Departn^ts of Mental Health and 
Mental Retardation Services, ^)ecial Seivices, and Medicaid Services 
and called for a fourfold increase in tl^ amount of state g^ienil fund 
money to be spent on community-based services for this population. 
Fv'i fundii>g of this plan was a top prfority of al! three departn^ts, tte 
• ^Ui wt for Human Resoumfs, and several key legi^tc»^ 

• The Department of Medicaid Services has agreed to revise its criteria^ 
in cooperation with the Departnmtts of Maital H^lth aroi Mental 
Retardation Services and Social Services, wherely children are certified 
for admission to {^^atric hc^Uls or r^idential treatnwnt f^lities. 
These revisons will focus on the reduction of the number of children 
placed in these settings inappropriately. This will be accomplished 
through (1) the development of more definitive criteria, (2) the use of a 
review body that has spedalized expertise in child psychiatric care, and 
(3) the use of regional interagency teams for consultation regarding the 
availability of community-based alternatives. 

■ An expansion of the options covered by the Kentucky Departn^nl of 
Medicaid Services has been imrluded in ll^ governor's budget. The 
options are taigeted case management for »vcrely enu)tionally dis- 
turbed children, intenave in-home services, and small (16 beds or 
fewer), community-based, residential treatment facilities. Also included 
in the governor's budget is language that commits tlw Department of 
Medicaid Services to redirect tl^ anticipated savings g^^rated through 
cost avoidaiKe in child p^hiatric hospital services to fund additional, 
community-based, mental I^lth services* 

• The SIAC has a]:^?roved the prriiminary financial plan for tl^ im- 
plementation phase of the Bluegrass IMPACT project. Long-term 
strategies are teing discussed. 

• Tte Child Adolescent Service System Pro-am (C:ASSP) has committed 
$3/XX) to the operations' budget of tl^ pro^. 

• Local busine^es and oiganizations are committing to the on*going 
provision of goods, services, ami financial ^pport through the COTimu- 
nity servicescommittee. Efforts have begun to solicit long-tmn financial 
support from major corporations arKl organizations in the Bluegrass 

ERIC 



252 / Intcg^^aimg Semces 



Goal 3: Service Delivexy^Develop a fiiU contixiuiun of amunanity^ 
and f amity-based resources in flte Bloegrass r^on as a successful 
demonstration of the system of care that could be replicated in other 
regicois of the state and nation* 



Summary of Progress 

• A mnninating and selection process has been developed, tested, and 
revised to determine client cl^racteristics, %rvice raeds, and potential 
outcon^* 

• Job desolptions and oiganizational tables have been designed for 
effective service delivery. 

• A pilot pro^, using existing resources, is currently testing the design 
and effectiveness of the service delivcny system for both client and 
family. 

• Th&Manmlfor Intensive Service Coordinatwn has been written to provide 
service protocols and nwchanisms for quiality asairance. 

• A data tracking plan has been developed that wiU facilitate interagency 
communication and support. Long-term evaluative nK?asur»havebeen 
determined. 

• The array of services Iws been determined based on the indicated needs 
of the m>minated children. Service models are being identified and 
replicability is being determined. 

The development of the system of care is on its original sched ule . Other 
componerts have been identified and completed as noted above. One 
major addition to the work plan is the recruitnu?nt, hiring, and training 
of staff for the implementation phase. Although some staff positions are 
vacant, sufficient staff have been hired to make all pn^rams and services 
operational. 

Section ZB, Review of Selective Program Elements 

Section 2LB.1. Target Population Ready to Serve 

The number of youths to be served from the tai^et population in the first 
4 years of implcnvmtation is 1,056. In a sample of 200 taken from the 
nomination proce^, the foltowingcharacteristics %vere found We believe 
these characteristics aie representative of the taiget population. 

Of the children sampled, 78% were male, Caucasian children make 
up 63% of the sample, while 11% are Black, Black youths were slightly 
over represented in the urixin county. The remaining 26% specified no 
race. Ages range from 3 to 19 with 52% between the ages of 10 and 14. 
The average a^ of referred youth was 12. 
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In terms of cuirmt tivii^ arrangrai^its, ^% of the san^e live in a 
si]i^-|>a]«it hmisdiold, white 29% hve in a two-parent housdvdd. 
Twelve pen!eiUarepia»!ed in foster hoi^ 

in residential settings. The remai refer are in other outof-hcmte place- 
mmtSw There were 31 5 km) wn f^rior out<rf-}Kmie placCTdents anwng the 
200 nonoinated children. 

Mo^ of tite ddldren are involved with several ageiKies at tl^ present 
thne. The average r^emd is involved in four ag^atides at tiiis tin%. These 
a^raries typically are schwl^ sodal servkeSr ^ courts, ami community 
nwntal health centers* Multipte a^ncy involvran^ is typkally a 
characteristic of m>minated diildrm Tl^ nuniber (rf s^aides involved 
with a child is less in rural cminties because ttere are fewer resources. 

The three vmsk conunon ]»ychiatric diagnmes in tl^ sample are 
conduct disorders (13%), oppositional defiant disorders (11%), and 
attention defkit disorder (10%). A m)tab}e dwacteristic about the 
di^;noses in the sample is that at lea^ 18% of the childrm have dual or 
multif^ diagnoses. 

A detailed follow-up of Medicaid eligilnlity was complied on tl^ 
rK>nninatk>ns in f}ie most populous county. It was found that 61% were 
digible for Medicaid. Tliis suggests a mafor overrq:»'es»itation of 
childrm in state custody or in poor fanulies amoi^ the referrals. For the 
total population of the children residing in the county, only 9% are 
Medicaid digible. 

The ra>minatk>n process sought to address Kentud^s desire to ensure 
that ti^ tai^ pqnilation was refmsentative of the entire re^n and 
identified children whme i^eds were nn^t severe. Cover letters explain- 
ii^ Bluegrass IMPACT were sent to tl^ heads of all local child-serving 
agencies in tlw 17 counties of tte Blt^igrass region asking than to 
nominate their five severely affected children in accordance with 
the pTDjecf s definition of a diiW with severe emotioral problems. This 
definition includes con^x>mmts related to di^;m>^, level of disalrility, 
duration of required services, ami multiagency need. Tl^se letters were 
«gi^ by tte state or regional leader who had the most direct relationship 
%vith that agency. Tte list of agemries that received tl^ ncnnination forms 
included community n^tal l^lth centers, social services systems, 
sdtool systen^ h^th departments, re^dentUil diild rare centers, tl^ 
region^s only psych^tric hospital, ami cxmrts. Although nomination 
forms were not sent directly to parent groups, these ir^iividuals are being 
macte aware of tl^ process to er^ure that they receive appn>priate 
consideration. 

Tl^ process intentionally produced an overrepresentation of children 
in the rural a>untk>s. Ti^ urban county does have tl^ greatest number of 
children, and tl^g^ieatestnumberof resound Unmet raedsare therefore 
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more prominoit un die rural areas. The m>inination form data, whidi have 
been tested and revised durii^ the developmental year, yield numeiical 
problem an^ critical probtem scores, as well as additional information 
that can %x used in assessing the seriousness of tite child's problems. The 
assessancmt toed used in the North Carolina Pionea- Project will be used 
as a parallel instrument during the first year of the project. 

Final acceptaixe of ranninated chikSroi will be made by the Local 
Admisnons ami Review Committee (LARC). Tnis is an interagemy 
a>mnuttee staffed by the local resource coordinator (LRC) and chaired 
bya reprreentativeof an agency other than tlK; community mental health 
center. 

In additH>n to assuring that nominated childrm meet the definition of 
a child with severe emotional problems, the LARC will evaluate the 
child's situation am! give ]mority to the frilowing: 

1 . Children currently in a hospital or residential placement, 

2. Children who are at risk of placement into a more restrictive 
residential or treatment setting, and 

3. Children who have a histoiy of multiple, out-of-home placements. 
In identifying these populations as a priority for services under this 

grant, Kentucky will focus on the following: 

1. Reducing the restricti vencss of residence or treatment as appropri- 
ate, and 

2. Avoiding the costs associated with hospital and residential care. 
By involving all the key agencies in the identification and service 

delivery procera, Kentucky will focus on improving a child's access to 
services within the community and ensuring the coordination of Hbose 
services. 

While the LARC will makeits selectionson tl^ criteria identified above, 
it will also be in a position to make exceptions as deemed necessary. The 
actions of the LARC shall be ^t^ect to appral to the Regional Interagemy 
Council. 

Documentation for both the financial and service components will be 
compteted 1^ ihe servkx coordinators {case managers) and forwarded to 
the Kt^grass Mental Kealth/Mental Retardation Board. The board l^s 
an effective documentation and billing system that has been in place for 
5 years. The client data and billing sj^tems are integrated and include 
areas for assessn^t and trratment planning. 

Qients will be identified by social security numbers across all docu- 
mentation. Each service provider will complete a service ticket foltowing 
any billabte interaction with the client, family, or oiher membera of the 
support system. Service ticketsare submitted to theadministrativeof fices 
^ on a daily basis. The board's in-house computer program is able to detail 
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the type of service, date, length, provider, location, payor, and cost of 
service by client; Uacjcii^ cm also be done service. This faifbnnation 
will {Hovkje IMPACT staff with an overview of n^mdily services 
pnovided for the dient and Ihs project. 

SecticmZB^ Pn^ram Design 

At ttie (x>re of tt^ Bluegrass IMPACT program is service coordiration 
through an intaisi ve case nwtagement system- Surrounding that core is 
an interagency network of services. 

On the administrative tevels, tl^i^ will be a State Interi^oicy Council 
(SIAC) ami a Regional Interag^cy 0>uncil (RI AO. The participation of 
key ag^Ky administrators at these levels will provide state and regkmal 
sanctions for the interag^Ky pro^ and provide an interagency forum 
for policy development and problem solution. These bodies have 
functioi^ well during the planning phase and are oriented and ready 
to continue as soon as implementation fumJs aie ctmtmitted. 

At the levd of the three mmtal health catchment areas in the Bluegrass 
rcgicm, the Bluegrass IMPACT program will be oiganiased into similar 
structures* There will be a LARC in each catehn^t area with represen- 
tative from the Department of Social Services, the community mental 
health center, Qte schools, the courts, and ooitsumer grcHips (at least one 
me^nber of a parent or^nization). Whcnn possible, representatives Jie 
local health department atui private child care agencies will be iiKluded 
on the LARC. Thisgroup will makeadmissionsdecision$,review services, 
and facilitate local cooperation. Thd local resource coordinator will serve 
as staff to tl« LARC and will supervise the arrvice cocndination efforts 
within the catchment area. Tl^ LARC will also partidpate in the annual 
persoimel evaluation of tl« local resource coordinator. 

Tl^ local resource coordinator will supervise the service coordinator^ 
within the catdiment area, assign cases, ai^ monitor progress. The local 
resource a>ordinator will also be rwponsible for the as^gnment of 
children to tl^ KuegraM IMPACT staff in each catchment ai«i. This staff 
includes ihe fkxible response, in-home, and school support staff. The 
clinical aiKl ^ministrati^ ^pervision of these ^ff will vary with tl^ 
structures of the different catchment areas. 

The proposed organizational structure will allow nK>st of ttwf ihtw 
services to be coordinated within the community mental l^lth center, 
white providing interagency control over acceptance, treatn^t plan- 
ning, case review, ar^ tlwass^;nn^nt of resource. These procedures will 
produce a well-coondinated service ddi wry system with a high degree 
of interagency collaboration. The selection of the conununity n^tal 
iK^lth center as tl^ primary ag^icy to hire, supervise, ar>d ensure the 
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ctKmlinalton of the services (tevd^ 

IMPACT jimgnan was based on the foUbwii^ k^tor^ 

1. The community mi^tal healtfi crater is^ by Kentucky iMteitute, the 
legkmal planning authority for mental F^tii service^ 

2. Thedinicalstaffoftheconununitymratalhealfitcratercanpra^ 
tedmical asriistenoe ami consultation to fm)^^ 

quaHty of misital health a^vstsnf^ts and sov^ 

3. Outpatfentniental health servfees for Medkaidi^ml^^ 
exchi^vdy ]mnrided by t)^ community mental l^Hi centers. 

All referrals to the Ruegra^ IMPACT pn^m wU] be made to the 
local resource coordinator at Ote ccmununity mental health center. Tl^ 
k)cal resound coordinator will make a ptiintinaiy i^ssessmait of the 
referral and begin the a^ws^nwnt jiKrocess as de9cril>ed in tfie Nuegrass 
IMPACT program Manual for IfUensm Service Coordirmttofu 

On ^ day that each rderral is received, it win be Altered into the 
computer trackii^ s^stan. This sysism will have files for intake data, 
assessment data, plans, and traraacticms. A current master file will link 
tte files and altow for tracking the development am) pn^ress oi the 
child'spIan.Tl^rewillbepn)cedure5forautoniaticnotifk^ 
and ^gned agency ^aff at regular intervab and when deadlines, 
diai^ies, or pnc^rfems oarur. 

The computerized ti^^ng system will be managed by the service 
cooidinators within d% community mental iK^alth system. There will be 
several external checks ott ^ tracking ^^tem itself. Fantiltos and agemy 
wOTters who are invdlved in ji^ns and cfeadlines will be aware of 
problems if the tracking system fails to do its job; the LARC will make 
periodic review of Ite service coordination system to monitor progress; 
and sununary reports will be produced by tl^ ^te intorag^nry coordi- 
nator for presentation to the SI AC. 

For each diiki, there will be a Child's Interagency Planning and 
Imptementation Team (CIPIT}. TI^ members ctf this teun will be tln^ 
agency workers with }^mary re^nsibility for the child. For the major 
ageiKies involved, participation in the CIPIT will t>e mancbted by 
interapncy agreements. For all ag^id^, private practitioners, or volun- 
teers, tl^ service coOTdinator should ailist cooperation based on a strong 
purposeful plan and the value of cooperating for tl^ beneHt of the child 
sen^. 

Within tte community mental health center, the addition of a service 
coordinatfon unit slK^uki sei^tiase tt^rapsts to case n^nagennmt issues. 
Service collaboration will be impten^ted through tl^ LARC and tli^ 
CIPIT. Tl^se teams will follow a protocol for common planning. Staff 
will be devoted to over^ght, follow-up, and advocacy for the fanulies 
Q involved* 
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The role <tf ^dstii^ services $ik^ as day treatment aftersd^l 
programs^ sanrner i»t)gmnmii^ in-hi»ne sc^rvice, therapeutic foster 
care, and residential services will be vfewed as part of an integrated 
continuum care tiiat giv^ prfority to diildrm with »>vere emottonal 
pn)l>kms. Sonie senrkes wiH res^MMid to chiM 
rejected as too troubted in tf« past The project offer flexible re^nse 
or hac^p staff to s^stei otfi^ agmcy f in the childrai's care. 

New s^'vkes under thfe gimnt ii^Iude intei^ve s^'vke coordinatfon 
assisted by flexible staff (flexit>le reqx>nse team members) and dollars 
(wraparound hmds). bi^home servtees will l>e increased. School suf^it 
staff will a^st schod personi^ with IMPACT chikirm, particulariy in 
more rural counties where there has been a pattern of weaker services 
and undendentillcation*Ttoapeutic{6st«'care will be introdtK^ed inyear 
1 to fiU a gap in the smice spectrum. Althou^ not ^nt-funded, tl^ 
following related services have be^ or will t)e deveU^^ because of 
interest generated by tl^ Robert Wood Johi^cm Foundation }»oposal: 

1. The midition of nwre services to children with sevm emotional 
problems to tite schools in the region, taigeted particularly at 
Bluegrass IMPACT children 

Z An iiKT^ise in after^hoc^ prc^an^ 

3- Transitional living programs sponsored by two private child care 
agencies, and 

4, Thedevelopmentofa 1 2'bed group home in ornear Fayette Coun ty 
for juvenile offenders. 

Section 2.B3. Qinical Program 

Assurance of quality care is provided* Included in this arc; 

1. Interagency child-centered treatmmt planning 

2. Intensive case mana^nnnt 

3. Strong clinical mipport and supCTvision, and 

4. A utilization ami review pnxsss that provides for medical records 
and peer review* 

Treatment planning will originate in the CIPIT and be based on a 
tlKirough interagency assessn^mt The mental toalth treatment frfan will 
be reviewed t>y the community mental hailth center's child psychiatrist. 
The total plan will be sut^ect to perkidic review t^ participatii^ agencies, 
the child's fi^rents and^ if af^Sfopriate, the child. 

Intensive case management "rA be the responsibility of the service 
coordinator, who will monitor the child's treatment and initiate chan^ 
Q as needed, with major revisions ^ing back to the CIPIT for review and 
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future direction. Every 6 mcmtfis^ the »rvice oooidinaiCH' will complete a 
review of dinicaJ ami cosi avoklance outcome variaU^ 

Strong dinical sup^mt ami sup^vision are tiie tiiird assurance of 
quality care. Tte three chikirai's coordinates are experienced psychol- 
c^ists hi^y regarded fm ih^r dinkral skiHs and lui ve e^^lent wmidi^ 
relation^ps with community resources. There are child p^rdiyitrists in 
exh catduiwnt area. The f^^dhiiatric faffing serves as a medical review 
wl^rededsionsare macte regarding laboratory tests,EEGs,orspedalized 
medical evaluatwns. 

Finally, the community mental l^lth center has a framal system of 
utilization and review of all client records that indudes peer review for 
dinical appropriatm^ss and quality of ^rvices. 

Section Model kff System Accountability 

Accountability for services (teli vered through the Bluegra^ IMPACT will 
be maintaii^ — tluough a oompreltt^ve evaluation ^tem that cap- 
tures data on clinical ^fectivene^ cost cadency, and sy^em effective^ 
ness* Individual reviewsassessing progress in each of these n^sasures will 
be conducted at 6*month intervals- Summary reports will be prepared on 
a quarteiiy ba^ a complete fm>ject review will be conducted anntially . 

CUmad outcome vambks will evaluate ite multiple Ixets of a child's 
life, including self, home, sdKX>l, and community. At intake and every 6 
months thereafter, the client's behavior will evaluated by the service 
coordinator (usli^ statical information, such asdaysout of sdMX)l), the 
parent (using the Achenbach Child Behavior Checklist), the teacher 
(usii^ tl^ Omners Tem:}^ Rating Scale), and tl^ diild (using the 
Piers-Harris Sdf-Com:ept Scale)* In addition, the parents n^tal health 
will be evaluated by a parent self-repOTt using the Center for £|»demio- 
k^StiidiesScaleof De^niession (CE5-D). Multivariate statistical analy^s 
should demonstrate an improvenn^t in esch area from intake through 
the child's partidpation in the prefect. T!^ clinical outcomes will n^^re 
spedfic indicators imrluding information on school at^dance, juvenile 
detention, a^ultive behavior, property damage, alcohol and drug use 
aiKJ /or possesion, plus oritical ou tcon^ ^ch as suicide attempt, school 
sus^)ai^n, or faited pla<»raint. 

Cost avoi^mce vambles n^mitor tlwse dient behaviors that reflect 
project goals ard have direct impact on the financial cosA of residential 
placement aiKi inpattent hosjMtalization of children %vith severe emo- 
tional pn^len^ Overall benefits of the im>jcct will iiKrease from year 
one to )^r four, and bmefite to individual children will be n^ntained 
over the term of tl^ project. 

System outcomevarkbles will be deBned by tl^ work plan and nKmitored 
Q by the coordinator of tt^ State Interag^iKy Coundl. Detailed progress 
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toward the achicvesrwnt of these outcomes will be reported to the SIAC 
on a qtiaiteriy basis. 

The dinkal outcome and cost avoklanoe data will be collected by the 
service coordinator during the initial assesanent phase and every 6 
months thereafter. Major changes, fior example, the return of a child to 
theconmiunity or the hospitalization of a chUd, wifl be recoided in the 
computer database on an oi^(^ng basis, ^-month reviews will be 
prompted by theoomputer notifying the service coordinator and povid- 
ing mailing labels. The computer database will also provide monthly 
summaiy statistics on progress in meeting the above goals which will 

assist withadministritivedeci9ionmakii^l^thelocalregk>nal,and state 
interagency councils. 

Section 2.B.5 Reltoement id FinaiKing Strat^cs 

Kentucky's financing strategies of its initial grant application have been 
further developed and expanded during the planning year. The icvised 
strategy addresses many diffoient sources of funding, but concentrates 
on securing new state funding and on expanding Medicaid participation 
in the funding of newly developed services. A more detailed summary 
of this six-point strategy appears in SecttonS.B. Strategy for Continuation 
Rmding. 

Much has been accomplished in the past year to secure resouities. A 
major effort hasbeen the joint development by the Departmentfor Mental 
Health and Mental Retardation Servkjes, the Department tor Social 
Services, and the Department for Medk^id Services of the Cabinet for 
Human Resources' Plan to Address the Mental Health Needs ^Kentucky's 
ChUdrenend Youth urith SeDereEmotiomJPnMems09S9). This plan isbascd 
on major features of the Huegrass IMPACT proposal. If funded, it would 
establish a statewide system of care contatnii^ at least one unit of 10 core 
services in every region of the commonwralth. The plan calls for $1 1 3 
nuHion in state and federal (Medicaid) funds in fiscal year '91 and $21 5 
million in fiscal year '92. In Uw Bluegrass region, the plan calls for 
approximately $2 million in new DMHMRSand Medicaid fundsby fiscal 
year '92 plus $920,000 for a small, community-oriented, resictential 
treatment facility by fiscal year '94 or eariier. The governor's budget 
containsfundsfbrpartsof theplan,and theGaieral Assembly iscurrently 
considering the governor's budget as well as the needs outiined in the 
full plan. A 2-year state budget has been approved by the Legislature. 

The Department of Medicaid Services has been a full partner in the 
effort to improve the level of community-based mental health services. 

Theoommunity mental health centers have increased their use of present 
Medicaid options; and data on Medicaid utilization by the demonstration 

^ projects has helped us refine the estimates used in the Bluegrass IMPACT 
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badgsL Medicaid is now comn^lted to a gate keeping piocedure 
regarding admissions to psydiiatric ho^tals or residaitial treatment 
fedlittes inchidii^ consullatton with the RIAC concerning available 
community options A<kiitionany, the governor's budget has been 
amoKled to indkufe toi^^iage relalsd to the divcaston frf funds fmn 
anticipated cost savings in the t«>9pital sector to the costs associated with 

expanded community-based services. The Department for Medicaid 
Services participated in the ctevetopmcnt oi dus language and is 
committedtolheredirecticmirffund8.AcommitteeindudingDMHMllS, 
DSS, DMS, and the Divfaion of Ucjensing and Regulation is currentiy 
working to strengthen the criteria. 

In summary, the Bluegrass IMPACT initiaHve has facilitated progress 
in the following three areas: 

1. Improved use of existing Medicaid options; 

2. Agreements to strei^then the admission critHia and seek consul- 
tation horn tiie RIAC r^rding less restrictive alternatives; and 

3. An agreement to redirect savii^ generated throu^ a reduction in 
the use (rf to^tal care to community-based service. 

In addition, thegowmor'siMKigBt caHsforanexpanMonof thcqHioral 
services covered by the Medicaid program. These expansion include 
targeted case management, intensive in-home services as a separate 
service, and small (16 beds or fewer), community-based psychiatric 
treatment facilities. 

The Department for Social Services and Education has also demon- 
strated its conwnitment to Wuegrass IMPACT ai^ to the expansion of 
sCTVices for this population through a reallocation of funds to eraure a 
sub^ntial match and an effective array of services. 

Oth«r jnoffress on financii^ strategies irarludes tlw devctopircnt of a 
staffing grant whidi we expect to be funded by the Lexii^on/Fayette 
urban county govenrai«nt, ami dtmated time by community mental 
health center and DMH staff. DSS has cwnmitted one of its staff to be a 

Service Coordinator. The community services committeeof U» RIAC has 
ot^nized itself to seek donations and grants, and a subconunittee is 
piepaied to actively seek partidpationin the project by privateinairance, 
HMOs and E APs. The governor's office has been a full participant on the 
SI AC and has been nanned in tiie executive order. 
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Revised Implementation Plans 



Section Development Strata 

ilie Gcm&iued devek^nmt of KtKigrass IMPACT will follow the goals 
and strategies faHmtified and refined throughout the planning year. The 
original goals have served as Ihe locus of this {m}^ ami will move 
Kentucky toward a comprehensive service delivery system devek>ped 
for children with severe emotional problems. 

The oiguiization as described in flie jnogram design will be initiated 
during tlw first 2 years of implenKmlation. The direct service ^ff will 
beg^i to be recruited, hired, aiu) trained durii^ the opening ninths of 
year 1. The local resoufce coordinators ami ap|»oximately one-half of the 
local staff %vill beg?in direct service during the first quarto-. As case loads 
build throughout fhe year, additional stafiF will be hired. It is estimated 
that 220 children wll be served during the first year; approximately 280 
additional children will be served in e^h of yoirs 2 through 4. Additional 
staff and service components will be added in each year of ^ grant. 

As the service delivery syston is realized, interagency collaboration 
will increase. Conuratlees e^bli^Ked on tlw regiored level durii^ the 
planning year will continue interageiKy integration of services to ttese 
chitdren. The community services committee willdirectei^rtstoincrease 
the commitn«nt of local Inisineisses^ corporatk>m, and agencies to this 
populatitm. Community resources indudir^ wrvices, financial support, 
volunteers, and re^te opportunities for feimilies will be established. Tl» 
education c(»nmittee will ccmtinue the integrated sovices ^tegy 
uiulertaken during the fanning y^ir. The plac^i^t review committee 
will implement &te fiiklii^ anA recomnwandaticms Ux least rratrictive 
caredevekiped durinig the^annii^year. Asan integral part of tl« system 
of care, mental healtili and heoAih profes^kmals will as^ in the detemtii- 
mikm of the msed for re^ctential pbKsemaits. The residential committee 
wfiU be instrumental in the devdqnnent of components to the %rvice 
array in years I ami 2 of the grant irarludii^ Iherapeutic foster aire and 
residential mpport service. 

Over 65 agencies are represented on the 5 asMvc regional committees 
and the re^onal oouiKil. Recommemlations for the interageiKy im- 
pkHi^tation of various compoiwnts will be presented to ^ Bh^ras 
IMPACT Regional Intmgency Coum^l (RIAO for disciuskm and 
approval. The RIAC is oomprisoj of 15 child-serving agency administra- 
tors ^^detennine policy and procedures for the servicedeli very system. 
Meeting monthly, this ded^onnnakii^ body vyill also serve as the final 
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case review auttmrity for the project. Reporting to the RI AC will be the 
local resource coordinators who will oversee the service coordination for 
each catchment area. 

The Slate Intera^ncy Council for Children and Youth with Severe 
Emoticmal PitWems (SIAC) determines the policy and procedures for 
itself and the RIAC. The SIAC will respond to reonnnnendations from the 
RI AC As the statewide system of care is implemented, this body will act 
as tiie authority for oth«- regional c<n]iKil& Otho- interagency issues, such 
as fadliiating the coordinated transition of the child into adult services 
and negotiating blended funding, will be addressed on the state levd. 

The director of the Division of Mental Healdi will serve as the project 
director and wiW oversee all a^Tects of the grant. Pro^ management 
decisions will be made by the project director, with the apfm>val c' th. 
SIAC ami with significant input from the stale a>ordinator. Mana^ .m.^ - 
authority will be appirpriately delegated to regioiul and local i^^tf . 

Section 3.B. Strategy for Continuation Financing 

Kentucky's plans for securing matehing funds include these seven 
strategies: 

1. M^ksdd funding. B&sed on current nominations, over 50% of 
Bluegrass IMPACT children are expected to be Medicaid eligible. 
Kentucky's Title XDC program already has progressive coverage of 
mental health services under Uie rehabilitation option. Planned 
expansions by fiscal yrar '92 include targ^ed case management, 
intensive in-home services, and JCAFKXaccredited residential 
treatment facilities. With existing and planned coverage. Medicaid 
can provide a significant portion of the funding for most of the new 
and expanded services in this proposal. In addition, DMHMRS and 
DMS %vill continue to jointly expksre the feasibility of home, 
comi.-^unity-based ami cafHtation waivws and of miking more 
strategjc use of EPSDT. These latter strategies would expand 
eligibility and provide increased flexibility in service options. 
Althou^ they require much more study and planning, the 
potential for tesHng at l^st one erf them in yrars 3 and 4 of the grant 
in the limited geographic area of the Bluegrass is very attractive. 

2. Other grants. We expect to receive a matchii^ grant through the 
Lexington/Fayette urban county govemnwnt for $48,472 to 
$73,472, wl^ would provide for two service coordinators and 
possibly 1-0 PTE clinkiian at the community mental health center 
to focus on Bluegrass IMPACT children. We are seeking small 
matching grants from other foundations. The community services 
committee isronunitted to fumJraising with lai^corporationsand 

Q oi^nizations in the Lexington ar^. In iddition, a plan is in place 
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for soliciting and utilizing donated gpods and services as part of a 
rcsouice pc»l for Bluegrass IMPACT childrm and their families. 

3. ftir«c^*rf<(wofscfc{wi:s.TheDepartmentofEducat^^ 

$40,000 per year to help finance the school support spedalists. We 
also expect in-kind contributions and joint program development 
from local schods. By years 3 and 4, we expect school support 
specialists to be substantially funded with state and .ederal funds, 
initial discus«ons between the Department of Education and 
Department for Medicaid Services have focused on schools becom- 
ing eligible Medteaid vendors for some services. The school support 
specialists would beosne a model for testing many particulars of 
such an agreement. 

4. PriDate insurance. A gradual increase in participation of private 
insurance, HMOs, and EAPs is projected over the length of the 
grant. A community services suboonunittee has responability for 
investigating this area and for actively seeking provider participa- 
tion. A very anall but increasing amount of self-pay funds is also 
projected. 

5. Radlocated stale funds through the Departments of Mental Health and 
Menial Retardation Services and Social Services. Because of the 
Department for Sodal Services' commitment to this initiative, the 
commis^oner of the Departnwnt for Social Services has agreed to 
reallocate $100,000 per year for wraparound services to Bluegrass 
IMPACTchildren. Ukewise, the Department for Mental Hcalthand 
Mental Retardation Services has agreed to realtocate $75,000 per 
year for wraparoumi services, cxjnailtant hoiwraria, and consulta- 
tion training for staff. Other possible sources of reallocated state 
funds include some chikJren's special project funds through the 
DMHMRS which have been freed up by greater utilization of 
Medicaid, funds which may be freed up in later years through 
new Medicaid options (principally rc^dential treatment facilities), 
and up to $30,000 in Bluegrass MH/MR Board funda In addition, 
the district office of the Department for Social Servfces has agreed 
to assign an existing staff person to the project as a service 
cooitlinator for Bluegrass IMPACT children. Additional time is 
beii^tfonatedl^ community mental health center and Department 
for Mental Health staff. 

6. New state general fund allot^ions. Each important strategy listed 
above can increase services for targeted children ami lessen 
dependence on mw state general fund altocations. Nevertheless, 
some new alloratfons erf funds will be required to secure continua- 
tion of program activities during and beyond the Foundation 
funding pe^. The outlook for this is quite positive at this roint. 
The Cabinet for Human Resources' Plan to Address the Mental Health 
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Needsi^Kmtuch^sChUdrmBndYouihmlhEmotipmlPr^ 

has been apim>ved by thsi legisbihire astd funded for fiscal years 

'91 and '92, 

7. Katfrmrf fnm fu^tals. Budget language has been drafted that calls 
for the redirection ctf funds '^made available by tl^ rediurtion in 
mental hospital expenditures'^ to tl^ devetoptnmt ami {m)vision 
of ^'community-ba^ outpatiatt services and in-h»me services-'* 
This language was submitted to tiie appropriations and revenue 
committees for inclusion in the Hennium budget for fiscal years '91 
and '92. Ratho* than setting an ariritrary cap that can deny a child 
a needed placen^t with no alternatives availaUe in the commu- 
nity, the Cabinet will coordinate the reduction in hospital care with 
the increasing community option. 

Central to Kentucky's matching ^a tegy is the idea that the project itself 
will generate a large amount of income in the form of rdmlnirscment 
from Medicaid, private insurar^^cash and in-kiml donations, client fees, 
and other funding sources/The Blueg^ss Mmtal Health/Mental Retar- 
dation Board is committed to seeing that pro|cct*gemratcd income 
remains with the project. The Bluegrass MH/MR Board has developed a 
system for tracking }:Ht>ject-related iiKome and expei^ies. This is «gnifi- 
cant, not only to emure tl^t match occurs as planned, but also to provide 
data which will l^lp oU^r n^ntal health o^nters to estimate similar 
service development. 

Reducing E)q>enditures a^.d Redirecting Funds from Hmpitals to 
Community-Based Care 

Due to tlw Cabinet's interest in ar^i emphasis on preventing inappro- 
priate institutionalization of enK)t}onal]y disturbed children, a plan of 
action has been de^grod to reduce lK>spitalization of children in this state. 

In an effort to eliminate uniwcKsafy psychiatric lu>^ital admi^ons 
and to reduce unnecessarily long ho^tal sta)^, tlw Def^rtment for 
Medicaid Services is taking a twofokl action. 

First, ihe requiren^ts for a s^^stem of n^ical review of all psychiatric 
facility admissions for reciii^ts of benefits under Title XIX of the Social 
Security Act (Medkaid) are being c^r^ped and will becon^ 1^ ba^s 
for a contract with an oiganization capable of completing these reviews. 
The reviews will determii^ if the f^ychiatric admissions are reasonable, 
medically necessaiy, fiimisted in the rwst appropruite setting, and of a 
quality which meets a professionally recognized standard of care. Only 
recc^nized nwntal health profe»k>nals will comiuct reviews, son^ of 
whkrh involve face-to-f»:e evaluations of (ho persons seeking Emission 
Q or continued stay. 
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Coupled with the developmental Oiissy^emaml becoming anini^^ 
port of 1 1 is the devdbfm^t of i^w, mcm^ striii^ 
inpatient jxiych^tric care rdmlmrsable by Medicaid. Th^ crit^ia are 
beii^ devek^>ed in consultaticm with tl^ Departments for Sodal Services 
ami Mental Health/Mcnntal Retardation Servtoes ami a grmip of child 
psydiiatris^ ami psychologists {Mi»:tkring in Kenituclgf . A major effort is 
beii^ made to stimgtl^n the requiren^t placement of po^ns in 
tl^ least restrictive setting (including coi^ltation with tl^ regional 
inteiBj^ncy coumril to determine tl^ availatrility of less restrictive 
alternatives), as well m to }m>vide indicatt^of sevaity for criteria which 
mi^t otherwise allow for a wide range of interpretaticm. 

H^se changes in the Medicaid Program began on July 1, 1990. It is 
anticipated that the tightening of admi^on cnteria and tMr apj^rfication 
l>y qualified professionals will pmduce a reduction in impropCT inpatient 
psychiatric treatment in Kentucky. 

As a result of these actions, the Medicaid census in mental hospitals is 
projected to decrease ^gnifscantly over a 12- to 18-month pCTiod. During 
this period, (he Department for Medicaid Services will monitor the effect 
of this reduced utilization on Medicaid reimbursement to mental hospi- 
tals to ensure that a reduction in hed days also means a reduction in 
Medicaid expenditures. Since mental hospital reimbursement iscurrently 
a prospectively determined, oort-l?ased per diem payment, steps may 
t^cd to be taken to ensure that progiam does not pay for unused beds. 

To the extent that a hospital's census would be reduced dramatically, 
it is presumed that an accompanying decrease would occur in their 
operating costs to a major extent. However, since capital cost is a fixed 
cost ami would not decrease because of unused beds, the Department 
will con^der imposing various occupancy factors to tl^ capital cost that 
would reduce the Medicaid expenditure relating to fixed costs. 

In summary, both a redturtion in bei* days and a reduction in Medicaid 
expenditures for this so^ce are important component in Kentuck/s 
efforts to expam] community-based n^tal l^lth services for youth. As 
stated in Kentuck/s grant application to the Foundation, the Cabinet has 
made a commitment to redirect the funds made availaUeby tl^ reduction 
in mental ho^tal expexKlitures to the ''development of ajmmunity- 
based outpatient and in-}K)nu^ services.'^ This langua^ was proposed by 
tl^ CaWnet ami was a{^m>^ the House ai^ Senate in tl^ fiscal year 
'91-'92 budget n^morandum. 
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Appendix G 

The Ventura ModeF 



Ventura Model for Mental Health Services 

Hie Ventura Model is a planning n^xiel for mental health reform. 
Con Value 

Th« Ventura Mcxiel is a community-based, interagency system of mental 
health care which tarj^ts the most disturbed children and provides the 
highest benefit tochildren, their families, and the community at the lowest 
cost to the public sector. 

Values 

• Common sense 

•Oarity 

» Simplicity 

Ventura County Mental Health Planning Model 

1. Who? In an environment of limited resources, who should receive 
pricMTity for tax-supported mental health services? 

2- What? What is the ^1? What outcome do we hope to achieve? What 
is the purpose of the service? 

3. Where? Where are the children located? Arc other agencies in- 
volved? What resources are available? 

4. How? What n^tal health services will enable the client to achieve 
the stated goal? 

5. Why? Has tl^ goal been achieved? What evidence denronstrates 
success or failure? 

^ Appendix G was written by 

RamlaUFdtinanLCSW, 

rXrector, 

Ventura Ccwity MesitaJ M^Hh Services, 
Ventura, California 



170 



167 



168 I IntegrOing Services 



Five Essential Characteristics of the Ventura Model 

1 . Target dient population 

• JustiBcation 

• Definition 

• Icfentification 

• Assessment 

2. Goal 

• Direction for services 

3. Coalitions 

• Interagency collaboration 

• Public/private partnership 

4. Mental health services and standards 

• Family preservation services 

• Family reunification services 

• Case management services 

5* System accountaUlity 

• Accountability 

• Cost avoidance 

• Marketing 

Three Factors to Consider About Who Will Receive 
Priority 

1. Risk 

Children at greatest risk with a mental disorder should receive priority 
for limited tax*sup]H>rted local mental healtti services. 

A governor ami legislators concerrati about the future have an interest 
in r»lirecting the lives of children at greatest risk of becomii^ dysfunc- 
tional adults. Studies of toda/f; incarcerated, hontele», chronically 
unempbyed, ami inslitutionalused adults reveal chikihood and school 
histories of severe family conflict ami breakdown, physical and sexual 
abuse, delimjinrnt behavior, ami school failure and dropout In these 
histOTies, parents ami teachers report unpredictable, impulsive, aggres- 
sive or destructive bdiavk)r, or deptessed, withdrawn, isolated, and 
strange beha vtore. Ttese j^ttcsiis are frequently manifestatkms of severe 
chikihood mental disorders tlu>ugh few of these dysfumrtwnal luiults 
received any ap(m>r^te mental l^ldi treatment as children. 

Early and pemature separation from tl^ family is a critkal and u^ally 
inneversit>le event in tl^r li\^ as chikiren. Boumiing between divorced 
parents, multiple foster lK>me placenwnts, residential treatment place- 
^ ments^ psychiatric lu>^ tals, state lu>^itals, ami inc^rceratton in juvenile 
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justice facilities were frequently part of tte downward whirlpool cj^le 
for tl^se 2KlultSw Separation from fanuly berth reflects clinical severity and 
iKids ride to ihs tenuous and damaged child's hope for the future. Even 
rac^ssary sq>arati<m adds rides for th^ children's chaiKes to T^in a 
place in thdr family, sdiool, ami conununity . 

I Legal RespwisibiUty 

Mratally disoidered children with existing public agency Iq^al respon- 
sibility should revive priority for limited tax-supported local mental 
health services* 

Wl^ govemmmt by the action of a superior court |udge or other court 
officer for protection or due to delinquent behavior takes legal and /or 
physical custody of a child from a parent, it a^umes an awesome and 
Iwi vy legal responsibility for that diild- When a court ward or dependent 
has an identiHed mental disonier the fudge has a le^l re^nsibility and 
obligation to provide approfniate n^tal lu?alth assessment and treat- 
ment. 

Under Public Law 94-142, disabled students have a right to receive an 
appropriate education at no ayst to their pai vnts. As part of an appropriate 
education, special education pupils are guaranteed mental health services 
''related'^ to their education as partof thdr individualiztxJeducationpl^ 
This law clearly estatdislv^s a legal responsibility and obligation to 
provide mental health services in these instances, 

3. Fiscal Liability 

Mentally disordered children who for lack of appropriate mental health 
services pose the greatest financial liability to the public should receive 
priority for the limited tax-supported local mental health services. 

Public agency programs, imrluding SpcdsA Education, Child Pro- 
tective Services, Juvenile justice and Mental Health, provide a continuum 
of services in graduated levels of restrictivene^ am) cost Untreated 
seriously emotionally disturbed chikiren fail at less restrictive levels of 
service ainJ "graduate"" to nK>re rc^rkrtive and expensive lei^ls. Foster 
home failures, spec^l education dass changes and failure, and pobation 
vk>latk)ns, lead eventually to residential treatment placen^ts, k>cal and 
state hospital admissions, or incarceration. Tax-supported reskJential 
placements range from $25,000 to $75^ per year; MedicakJ and state 
psychiatric hospitals from$100,000to$200,000 per year;andi 
about $25,000 per year. 

A ^tem of less expensive local mental health services tainted to 
children separated or at immii^t risk of separation with the gpal of 
fantily maintenance or reunification can offset a mafor portion of the cost 
by reducing the number of children and length of stay in 24-hour f^li ties. 
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Hie Childi«n and Yoqlh Taiget Groups in Ihe Ventum Model (less than 1% 
of Ventura County dUldi«n under 18 are included in Ihe taiget population) 




AU Public Sector Eligible Mentally Disordered Children and Youth 
(4% of All Minors, N~8,000; About 1,1(X) Actually Receive Services) 
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VENTURA PLANNING MODEL TARGET FOPULATIONS 



iMf^Thm Mentally Disonknd 
MusthavelILni,&IV: 

L Dii^iiMii 

DSM ni*R Axis I or II diagnosis, exc^ a primaiy diagnosis organto mental 
disimlers, psychoactive substance use dis<Mnder, developmental doorder, or V 
coda 

IL FuiMlionaliinpaifinente 

Currently hasi, or hi^xMically has had, substantial impairment due to mental 
illness, in otm of the folloi^ng: 

1 . IiKiepend^ living: Ability to provide t»sic needs, siKrh as housing, 
hygiene food, or money mana^ment. 

2. Social relationships: Ability to establish or maintain social support 
sy^ems to ths octant that independmt living or employment are 
|eopardized. 

3. Vocatioml skills: Ability to c^in or maintain employmetat. 

4. Physical oomlition: Somatizatk>n to the extent that public sector 
moiical treatment is lequsred. 

5. Panmting/care giving: Ability to parent or care for dcpcndent(s) to the 
extatt that placement or public sector intervn^tion has occurred or is 
imminent^ 

in. As a restilt of functional impairaieni^ fei eligible for/receiving pirfylk 
assiidanee, services, or entitlements, or otherwise a public le^onsibility 
or fiscal liability. 

IV. Duratton 

Need for treatment may be lifotong. 



Mmlol/y Disordertai Adults and Seniors 
Must have a & H) or (I & 111): 

L Di^f^is 

DSM ni-R Axis 1 or u diagnosis, except a primary diasnt»is of psychoactive 
substance use disorcte, developmental disord^, or Vcode. Or^nic mental 
disorders are included only while behaviors are a danger to self or others 

IL Functional impairmenta/symptoms 
Must have A or B: 

A, Functional imfHiinmnts. Must have substantial impairment dt^ to 
mental illness^ in one of the following: 

1 . lidepeaidatt living: Ability to provide basic needs, stKh as housing, 

hygioie;, food, or mon^ ntaitagemait. 
2* SocMsi^tiorahips: AWlity to estabhsh or maintain sockU 

s)rstcms to the extent that independent living or cmploym^ are 

jeopard isced. 

3. Vocational skills: Ability to obtain or maintain ^ployment. 

4. Physical condition: Somatization to tte extrat that public sector 
medical treatment is required. 
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5. F^umHng/care siving: Ability to parent or care for dq^emlentis) to 
the extent that ptacement or public sector intorvention has occurred 
or is imxniiient* 
B. Symptoms. Must have om of the following: 

1 . PsychcMic syniptoms. 

Z Suiddalrisk. 

3. ViolCTce: At risk for causing injury to person or significant damage 
to property, due to a mental illness. 

in. Hisloiy 

History demonstrates that wittout treatment there is imminent risk of 
decompensation to functional impairments/symptoms in sectfon 11, above. 



M^taiy Disorder^ ChUdrm md Youth 
Must have a H and III) or (I II & IV} or V: 

I. Diagnosis 

DSM Ill-R Axis 1 or U diagnwis, except a primary diagnosis of psychoactive 
substance use disorder, developmental disorder, or V code. Organic mental 
disoidcrs are included only while behaviors are a danger to self or others. 

II Risk of sepaialion fimn family 

Risk of or separated from family due to, for example: (1 ) Chronic family 
dysfunction Involving a mentally ill and/or inadeauate caretaker, or multiple 
stgency contacts, or changes in ct&todial adult; or (J) going to, residing in, 
returning from any out-crf-honw placement, e^., psychiatric hospital, 
shoft'term inpatient, residential treatment, group or foster home, corrections 
facility, etc, 

III. Functional impairaients/symptoms 
Must have A or B: 

A. Functk)nal impairment. Must have substantial im|^irment in tuH> of the 
following capacities to function (corresponding to expected 
dmlQptrwfftd leud): 

1 . Autonomous f unctk>ning. 
2- Functfoning in tlw community. 

3, Functioning in tte family or family equivalent, 

4. Functioning in school/ work. 

B. Symptoms. Must have anr of the following: 

1 . Psychotk symptoms. 

2. Suicidal risk. 

3. Violence: at risk for causing injury to person or significant damage 
to property, di^ to a mental illness. 

IV. Hittoiy 

Without treatn^t there is immii^t risk of decompensation to ftmctional 
impaim^ts/symptoms in section II above. 

V. Special education ri^ble under Oi^ter 263 of the Califomla 
Education Code ( AB 3632). 

Note: An Bpp^ process is eOaUishGd fax exfxf&ms. Please sec accompanying text for 
ex{:danab(ms and mofe detaited ctescripticm 
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Functional Impainnents/Symptoms 
Must have A and Bor A and C 

A. Separatum from frnnUy. Is out-of-home, or presents with signiBcani 
risk factors associated %vith out-of-home placement instate, etc. 

B. FufKtiorud impmrment Must have significant impairment in two of 
the following: present 6 months or more (unless specifically stated 
otherwise) and likely to conHnue with significant intensity and 
duration if not treated. 

1. Developmentally appropriate self-can; 

2. Quality of intopcrsona! r^tionships 

a. Relationship with peers: criteria same as those noted in 
impaired ba^ skills. 

b. Relationship with adults: limited cont^t or a vcHdant behav- 
ior with adults in school/social setting, unresponsive, con- 
flict/tension characterize relationships, extremely fearful of 
adult/teacher contact, forms rapid and intense relationships. 

c. Fruition tolcn^nce: easily frustrated, leacte with wr- 
bal/phyacal threats in social situations, controls through 
intimidation, acquiesce to demands, follower, 

3. The child's capacity to function autonomously, related to his or 
her age 

a. Self-direction: inability for self-direction/indecisivc or hesi- 
tant, over-reliance on others, intense roed for attention, 
notable developnwntal delays; specify. 

b. Reality testing and problem awareness: incorrect ^gments 
about current sihiations; including school, family, peers, 
other social relationships or future plans; str:>ng denial . 

c. Congruent affective presentation: labile affert, depressive, 
ideation, sullen expression/attitude, bizarre behavior and 
mannerisms,excessive speech, overlydramaticpresentation, 
elevated expression/eneigy level, chronic angry expression, 
irritable and ai^gun^tati ve. 

4. Current functioning in family or family equivalent 
•Pn*lem solving: inability to solve instrumental /affective 

tasks. 

• Conununication patterns: clear vs. masked, direct vs. indirect. 

• Affectiveejqyressionand involvement: total abstinence, nards- 
si^c, empadiic, symbiotic. 

• Behavioral control: rigid, laissez faire, chaotic. 

• Autom>my vs.enn%shment:inabilitytomakcseparatechoiccs, 
think or fed differently, disa^ee. 

5. Degree to which child uses his or her ability for academic 
Q functioning (Rg/O intellectual, sensory, or other health factor); 

176- 
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refAaces an inability to team which cannot be explained by 
intdlectual, sensofy or other, etc. 

a. Age/grade: competency level, academic performance given 

current curriculum, cardess performance. 

b. Cnassroom performance: unmotivated, exhibits off-task be- 
havior, attention and concentration appear impaired. 

c. Socialization skills inappropriate to devdopmental level: 
chronically disruptive, engages studoits negatively, or iso- 
lated by peers. 

6. Child's vulnerability in the face of significant environmental 
sUessors 

a. Mentalstatusofparent(s),relatedtomajorpsychopathology: 
do parents fit VCMH target population definiHons? 

b. Significant life-altering transitions, i.e., death of sgnificant 
family men*er, natural disaster— 6 months duration is not 
iKxressary. (Divorce wouki qualify in spedfic situations.) 

Risk Factors 
Placement 

• Past acute hospitalizations 

• History of foster honw failure 

• Child on waiting list for day treatment /readential care 

• Child in group Iwme but acting out behavior is threatening placement 

• Child reluming from residential placcnM?nt 

PsychosodaVfamily 

• Significant family disorganization as evidenced by use of voluntary 
temporary out-of-howw placements (i.e., relatives) 

• Significant family disoiganizatfon as evidenced by legal involvement 
with Child Protective Services or juvenile probation 

• Chiki has a major mental illness 

a. schizophrenia 

b. major de|»ession 

• Frequent probatfon violations with threat of incarceration 

• Child has received no prior services from any agency but presents with 
significant impainrcnt are! family is reque^ng placen«?nt 

• A parenting family member or significant other Iws a major mental 
illness 

Educational 

O • Pupil on home teaching ]^ 7 7 
ERJC 
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CHILDREN AND YOUTH TARGET POPULATION REVIEW FORM 




Qinidan Admission Date 



CRITERIA: Cltent Must Have a & H) or (I & III) or IV: 
L DSMIUDI^SKiste Medie^n: 



IL Risk of or Mpaiatioii fmm family: Circle all that apply. 

Is out-of-home w at risk of out-of-home placement in state or local psychi- 
atrk hospitals, residential trcatmait programs, th^apcutlc group or foster- 
care homes^ corrections focilities, etc, 

1, State/cHherf^ychiatric hospital 

2. Rcsidcntia] treatment 

3, Foster care 

4. Olh»: _ „ 

Specific exampk^s: 



III. Functional impaiimenls/symptoms: Must have A or B: 

A. Functional impairment. Must have substantial impairment in ttiH> of the 
foltowing capacities to function (corresponding to expected 
deveiopmenm fcnei); 

1. Autonomous fumrtk>ning 

2. Functioning in the community 

3. Functioning in the family or family equivalent 

4. Functionini^ in school/ woHc 
Specific examptes: 

B. Sjonptoms. Must have oiie of the following: 

1. Psychotk symj^oms 

2. Suicidal risk 

3. Violence: At risk for causii^ injury to person ur significant damage 
to property, due to a mental illness 

Specific exampi^: 

IV. Hisloiy 

Wittout treatment there is imminent risk of decompensation to functional 
impairments/symptoms in section III, above. 

Document specific symptoms or impainnents expected without treatment: 

V. Spedal EducaMon Eligible Under Chapter 263 of the Calif omia Educa- 
tion Code (AB 3632). □ Yes □ No 

Additionatl Commentss 



Su^sted Target Population Category: _ Suggested Treatment Modality: 
Qinician's Signature: Efeite: 



REVIEW COMMITTEE DEQSION 



Acc^: 

Treatment Modality: 

ReferOut: 

Commaits: 



Taiget Bopulation Category: 



Referral to: 
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• Current enroHmenl in SED class 

Positive Goal Attributes 

• Cksar and umierstandat^ 

• C^servaMe ami measuraUe: I^d we make a differoice? 

• Marketable: Is it a good reason to spem) tax ddlars? 

• Interag^icy support: Does t}^ goal compl^nent or enhance other 
agesK/s goals? 

• Client benefit and cost avoidance: Are thi^ both present? 

Ventun County Mental Health Goal 

The primary goal of the Ventura County Mental Health Services is to 
enable seriously emotionally disturl^ed children to remain with their 
family/^c>ster ^mily, atteiul and prepress in public school, and not 
commit crimes- 

This goal includes: 

• Reducing the rate of renwval from the home, 

• Reducing court-ordered residential placements of wards and depen- 
dents, especially out-of-county, 

• Reducing recidivism by juvenile offenders, 
« Reducing state and local hospitalization, 

• Reducing out of -county nonpublic school residential placements, and 

• Improving sclwol performance and attendar^e* 

Coalitions 

Interagency CoUaboi ation 

• Multiproblem chiki and family 

• Shared responsibility 
« Mutual benefit 

• Le^eragp 

• Power and control 

• Natural environment 

Pv^Uc/Frivate Partnenhip 

• Community organization 

• Focus on the public ag^Ky child 



1 1 J 



Juwrtte Justice 



1- 



Board 



1 



Resoufcs Devetopmem 

Prcqecj 



Speoa! 

P5a«f«ng 
Area 
Ccnsomuml 





ISO 



BEST COPY AViHUlBLE 



t 

S 
3 

r5 

sr 
S 

09 



181 




• OOPEflSBfT 
PSYDIOtOQfCAl 
EVALUADDNS 



EDUCATE 
PROGRAM 
ELlCmfTY 
ASSESSMENT 



PRO&WM 
GOALS & 
OaECWES 



{MDfVnXJlAlf^ED I 
EinX^ATlON 

PIACE&^NT 



• ICNTALICJUTH 
ASSCSSHENTft 



• MENTAL »SALTN 
ASSBSiENTA 
fSF^AL 



•lEm/U. HEALTH 
ASS£S»ElfTA 
fSFEIBiAL 

-CASEMAttlOEMEIfT 



I^TRICT 

A com 

^'EOAL 
EI^TION 
fTOGRAM 



LOCAL 

-oiffpAieir 

f^fOCmMG *MTENSnfE0UI?A1iafT 



SCHOaDAY] 
TREATkENT 



SCHOOL 
'EMUNCaSffOAl 
DAY CLASSES 



MTERACSllCy 



scHoa 

RESIDENTIAL I 




LOCAL 
SCHOOL 
WSTOCTS 



'DUTPAHPfT 
•MfSiSnfE 
OUTPAT»T 

SCHOOL 



MALL 

II II HiMMt 











voirm 1 













NO UCAL 



• CMC mtNtnpMEwr 




co uiT um tm 
commnfE 



YOUTH 

sehvick i 




mimviiiiiiuN 



OCHIIVHCHOOL 




WORK 



in: 



CASE MAIMOEMBIT SERVK^GS 




HOME ON 



0 WjPPg( gctto o t_ 

• VWONi iflVMOBlCir 
PNOCmAfl 

• if70Mm ouTmnBfT 

iNTERVENTlOIQ 

• APTBICAflE 

• AUMfi QII0W8 

• rauiON 



J 



J 
3 

<» 

g 

I 

fi 

i 



s 



IS7 




BEST£8PY«MABLE 



Integrating Servkxs / 181 



Leverage 

TV Colston Intensive Residential Program has 45 beds and is a local 
alternative to out*of-<ounty placement. 

The budget includes: 

• $550,000 existing protnition Inid^t 

• $225,000 county schoolsbudget This includes $100OTof existing funds 
aiKi $125,000 of reallocated local funds. 

• $340,000 mental health budget. This includes $60,000 of existing funds 
and $280,000 of new state mental health funding. 

The total program bud^t is $1,115,000- This includes 25% for m?w 
mental health funds. 

Privalc Sector— Venhira County Youth Connection 
Purpose 

• Create policy and develop plans to provide for the unmet needs of 
high-risk youth. 

• Ensure that the Youth Connection's role iscomplCTientaiy to that of the 
public sector. 

• Develop voluntary sendee and financial participation for needed 
services, 

• Advocate for high-ri^ youth in private and public forun^ to ensure 
that needed services are pro^'ided. 

Membership 

• Business leaders 

• Professional practitioners 

• Religious community lexers 

• Juvenile court judge 

» Member of the Board of Supervisors 

Staff Support 

• Mental health department 

• Public .wdal savices agemy 

• Interface family services 

Youth Resources Project 

• Bank of gcxxls and services worth more than $700,(X)0. 

• HasservednK>rethan400childrentodate,pmvidingniorethan$500,000 
in goods and services. 

ER?C 1S8 
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Youth Services Inventory 

Ttefolk)wingaie identified raedsand possible provkiers. Hcnirsorunits 
listed after some services repres e nt a suggested minimum donation for 
n»t]4>a^p* Hirae m>t defhied would require consultation from repe- 
sentatives of that profes^cm. 

Services 

1 . Individual and family therapy and counseling providers (6 hours): 

• Psychiatrists 
■ Psychfdc^sts 

• Qinical social workers 

• Marriage, family and child counselors 
2- Alcolwl counseling (6 hours) providers: 

• Licensed therapists 

3, Drug counselii^ (6 hours) 

• Licensed therapists 

4. Psychological evaluation (1) 
•Psychologists 

5- Dental exams, nonMedi-Cal covered dental work— teeth cleaning, 
orthodontia — providers: 

• Dentists 

• OrthcKtontists 

6. Eye exams, prescription glasses (1 each) providers: 
•Optometrists 

'C^cians 

• Ophthalmologists 

7. ^ysical exanra — Medical care providers: 

• Pediatrkdans 

• Family practitioners 

8. Hearing e^luations providers: 

• Audiolc^lists 

9. Tutorii^ (10 hours) providers: 
•T^hers 

•Volunteers (high-school students^ college students and other 
adults) 

10. %9eedii ttonapy (10 hours) provklers: 

• ^3eedi thera|»st 

1 1 . Infant stimulatk>n (10 hours) providers: 

• Occupational ttieiapist 

1 2. Transportation (1 0 trips wittiin a>unty ) provider: 
^ • Volunteers 

ERIC ^Cii 
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13« Empk)yii^to|^rturaty(1}provk) 
•Employers 

14. Hcmie Bnding as^stance (%cure oto rental): 

• Volunteers 

15. WgBrothere/BigSistere(6iiK)nthsYRPref^ 

• Volunteers 

16. Office assistance for YRP-casework for YRP clients 

• Volunteers 

Goods 

• Oothing 

• Prescription and nonprescription n^icim? not covered by Medi-Cal. 

• Gift items^-birthdays, Christmas^ graduation 
•Bicycles 

• School supplies 

The Ventura Model Continuum of Care Elements 

1. Prevention 

• Consultation, education, information services 

• Primary prevention project (2) 

2. EmergeiKy service 

• Outpatient crisis service 

• Genesis outreach 

3. Outpatient 

• Ventura-Santa Paula-O^i 

• Oxnard-Camarillo 

• Simi-<:onejo-Moorpark 

4. E^yCare 

» Phoenix school 

• VIP day care 

5. Case Management 

• Countywide 

6- Crisis intmrention homes (6 beds) 

• Child Protective Services 

7. Enriclwd fo^er horm» 

• Shomair lH>mes (25 placements) 

8. Transitional residential 

• Colston Youth Center (45 beds) (Juvenile Justice) 

• Santa Rosa Treatment Home (4 beds) 

• Special Education Residential (6 beds) 
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9. Acute psychiatric hospital 

• Adult inpatient (children, adolescents integrated with adults) 

10. Long-term rwid^tial 

• Private tiUe AFDC group Iwmes— within and oul-of-county 

1 1 . Secure regional intensive treatment center 

• Camarillo State Ho^ital 

Children's program (3 placen^nts) 
Adolescent pro^m (4 placemoits) 

Services and Standards 

Family Preservation Programs 

• Intensive outpatient services 

• Enriched SED classes 

• JuvcTkile sex offender program 

• Genesis crisis program 

• Phoenix and VIP day care programs 

• Shomair enriched foster care 

• Youth connection resources prop?ct 

Family Reunification Programs 

• Colston Intensive Intervention Program 

• Interface Crisis Treatment Home 

• Santa Rosa 'treatment Home 

Management 

• Mental health case management (25;1 ) 

• Juvenile Justice screening committee 

• Protective Services placement scnx?ning committee 

• Expanded special education lEP teams for Assembly Bill 3632 and all 
residential candidates 

• Interagency Case Management Council 

Comments 

• Least restrictive, least intrusive, least expmsivc 

• Services designed for the individual child 

• Builds on local resources 

• Alternatives to costly hospitalization and residential placement 
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• Goal directed 

• Case managers are brokCTS erf the system 

Mental Health Case Management Functions 

V»i€ Respomibilitiet: 
Assessment 

• Interviews with child^ family, sagniHcant ethers 

• Consultation with puMic and f^vate agencies involved 

• C^Hain and evaluate courts school^ medical, and mental h^th records 
Planning 

^ Develop service/treatment plan 

• Collaboration with public and private agencies involved 
LtaWng 

• Prepare child and femily for placement 

• Appear in court on child's behalf 

• Prepare placement packet, cont^ facilities, mail packet 

• Transport for preplacemcnt interview and to final f^accment 

• After d!>schaf^: Facilitate tte aftercare engagement and the service 
plan 

Monitoring 

• Monthly visit to child and agency staff to assess treatment progress 

• Monthly progress reports to protective services, probation, or special 
education team 

• PRN contact with family 

•PRN noting with other agencies and j^rtidpate in discharge 
planning 

Advocacy 

• Secure other financial and service assistance including SSI, medical, 
victims witness. Youth Connection, Interagency Case Management 
Council, Interface Children's services, and private insurance 

Additional Tasks: 
Spedal Educatlan Services 

• A^ess for da3^treatni^t services and out-of-lwnw placem7nt 

• Submit written report to Individual Sducation Plan Team ainl attend 
t»m meeting 
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R^ERfML-m SOURCGB 

FAMLY 

COUMTY MENTAL HEALTH 
PUBL» SCHOOL SYSTEM 

puBuc sociAL servk;es agency 

CORf^TlONS SERVICES AGENCY 
PUSLR^^^TH 
CAMAmLLO STATE HOSPITAL 
PRIVATE PSYCHIATffiC HOSPITALS 
PRIVATE ^NERAL HOSPITALS 

PRIVATE NON-PROFIT FAMLY/SOCIAL SERVICES AGENCIES 
PRIVATE PRACTITIONERS 



OflLORBTSCASE 
MANAC^BITSEflViCES 
(10 FTE STAFF) 

1. ASSESSIMSNT 
Z PLANNING 

3. LINKAGE 

4. MONITORtNQ 

5. ADVOCACY 



PfBMARV 
PREVSniON 
PfiOORAMS 

TAtONOCAREOFME- 
PfllMARY PREVENTICN 
PROJECT 



RB=ERRAL-OUT RESOURCES 

24440UftCAft£ 

CAMARILLO STATE HOSPITAL 

VENTURA COUNTY ADULT MENTAL HEALTH INPATIENT 

COLSTON YOUTH CENTER* 

RESIDENTIAL Tf^TMENT CENTERS 

PRIVATE GROUP HOMES 

SANTA ROSA GROUP HOME 

SHOMAIR* 

FOSTER CARE 

INTERFACE CRISIS SHELTER CARE* 
INTERFACE "COOL* HOMES 

VENTURA COUNTY MH PARTIAL DAY CARE 
ENHANCED SED CLASSES* 
PHOENIX SCHOOL' 

PHOENIX ELEMENTARY PROGRAM (PEP)' 

WmynS INTERAGENCY PROGRAM (VIP)* 

(HTTP AT^fT CAME 

VENTURA COUNTY mi CRISIS TEAM 

VENTl«A COUNTY Wi INTENSIVE OUTPATIENT* 

PRIVATE EiyERGENCY TEAk^ 

PROJECT (^NES»* 

SOaALCOmHMTYSERVIC& 

PUBLIC SOCIAL SERVICES 

OTHER SOCIAL SERVICE AGENCIES 

CORRECTIONS SERVICES AGENCY 

FAMILY SERVICES AGENCY 

INTERAGENCY CASE MANAGEMENT COUNCIL 
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Cmnmaiiity Service 

• Asscsraoafit and reSmal services to iK>ntaiget pc^lation, childrm 
and famflk^ schocdSr fmtective servksss, pobatkm, i^vate pmH" 
tKmers^ I»ivate ps^diiatrk ho^tals^ and family social servict agen- 
cies 

Limited Direct Service 

• Crfeis interventk>n services for child and families during placement 
transitions 

• Facilitate acute pi^hiatric hospitalization when not lifted to direct 
tieatment provider 

System Monitoring 
Tracks Clients 

• Follows children o«^r time and across agencies 

• Combined by target groups for analyses 

External/ Observable Indicators of Success 
•All public costs 

• Rccidivi^n of juvenile offenders 

• Public school attendance ami performance 

• Qients at home ami in local community 

• Interagency policy^ planning, and case management, and fulfillment of 
inteiagency agreements 

Advantages 

• Pul! accountability to client, family, funding agency 

• Measures cost avoidance and saving to federal, ^ate, and county 
agencies 

• Feedback loop between maragement and evaluation monitors critical 
success factors and identifies areas for managen^t action 
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1989 CHILDREN'S SERVICE FROCRAM AND FISCAL OVERVIEW 
VcfUtos CTdniitjf McssIaI Hnllli 







Cd amy 


1. Mawy Ii^erventkm PjPc^Gct 

9 ^tiij4im> <^iw^f< QflwiiVtt PW^M^ 
A, ^UCNDf ^^yywl SGsVHa rfwpi^i 


IWSdiocd 
I^stricts 

IXatiJcl 


• 

• 




Ed 
Ed. 


1. Jtivei^ HaO SoMiii^ 
4. ContnlQlstoTCTn 


JinnenUeHaO 
rtmaer names 
Otei^sReskksice 
Ventura MH 


m 
• 
• 

• • • 


m 


CSA 

raoA 

Interface 


OylpAlifiit 
1. Oitpatlent 

Z Enridwd^CtoesCB) 
3. hivi3dte Sex Offender Ptc^ 


CHnlcand 
Outreach 
Sdtocd Sites 
Ventura 


• • • 
m 

m 


m 


Ed. 


DiyTfBAloiciit 

2. VistaP Intoagency Ihuy jmii 


Sdiool Sites 
Sdiocri Sites 


• 




Ed. 

CO. 


1. CaseManagentent 


County-wide 


• 








C^cnard 






Interface 


1, Ehrkbed Fo^ Care (IS) 

2, Cobtm Intensive Vntoventkii 

3. Smta Rosa IVeatimsU Iksne 

4. PHval^ Placements 


C6unty*wide 
County DetG9itk>n 
Center 
CamariUo 
G^oup Homes 


• 

m 


f* 


FSSA 
CSA, Ed. 

PSSA 

I«A,CSA, 
Ed. 


Acute Ifeaplial 

1. County bipatieni Unit 

Z \nMiDdMarIHh»f^tal(PHvate) 


Ventura MH 
Ventura 


m mm 






^ I — M. — 99 

BNiie nvsptiai 

1. CamariDo Stale Ho^tal 


CamariUo 









Cfslnatloii 
Aibniniilration 
County Ovefbead 
ToialFrEa 



Local Bads Cteimunlly-Baaed Beds 
Croup Homes and Hospital^BMMi 
Beds 

Ti^l Bcda/Clienis Served 



Total Mentd HcaHfa Dollars 

O 
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1989 CHILDREN'S SERVICE PROGRAM AND nSCAL OVERVIEW 
Ventura County Mental Health (Cont nned) 



FTEs/ 


Ahantersf 
Qmls Saved 




1 ClmiirciiIs 


1 FTE 
3FTE 


NA 
NA 


$ 


24^ 


grant fmn ^te Departmcsnt of Men- 
tal H^lth 

Sodal-esnoticnal currteulum developnefit 


1.6 FTE 
1.0 FTE 
4FTE 

FTP 


205 
350 
50 

inn 


$ 
S 

s 
s 


45,900 
34817 
150,000 

2aooo 


Primary focus is suidde preventk>n 
Contract 

Primary ochi tacts with adults in cri^ 


11 ^ FTP 


arm 


s 


500,000 




SFTE 
2FTE 


160 
25 


$ 
$ 


271JD00 
150,000 


AsKfnUy BUI 3632 hmdsk, five sdicx^ rites 
3-year grant bom OCJP 


45 FTE 
2.1 PTE 


22 
10 


$ 
$ 


222,100 


16 day treatment slots^ spedal edtKation 
24 day treatment sJots^ regular education 


10.2 PTE 


320 


s 


494,400 


Brok^ for the systi»n 


Sbcda 


5 


s 


87,310 


Contract 


20 beds 
45 beds 

4bod5 
85 beds 


28 
125 

10 
100 


$ 100,000 
S 326^ 

$101,000 
$ 249^11 


3.2 FTE 

AcKiea P r 1 b to create residential treatment 

program 

Craitract 

AFDC-FChmdfid, »naU mental Jwalth patch 


2bcds 
4bGd9 


4 

30 


5 
$ 


270.100 
13,500 


Cross cost at S37D per day 
MDccmtrmrt 


5 beds 


10 


S 


473,405 


Gross cost at 9259.40 per day 


1.5 FTE 
2FrE 

47.4 FTE 




S 

s 
$ 


125,000 
86^700 
521.916 


Inchidcs com|mter s^sppatX services 
Agency and ccninty suf^mt 



100 beds 1^ Ventura County Menial Health cost sunv 

mary: 

171 beds Pc^fwlation* 629,000 

(31 J% usuier 18 B $22.08 per child) 
$4,417,10» Target population = 1^ 
«K351 per child per year 

1.96 
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Monthly PlactmanI Report 



ffi Tcrtal gioup home pUwratnoite— in and o vdi-of-oninty 

51 Total court dfi^Kndents 

31 Tola! comt wards 

24 in<ounty 

12 Ccnirt dcpeiulents 

12 CouitiraTds 

58 TotoloiAKrf-coisity 

3? Court depend«its 

19 Court wards 

NofqnMkScfmdRcmAmt^PlMcanenis 

7 Total speckl ediKatk>n--A^cmnUy BUI 3632 (iEP ie^m decision) 

18 Total court dependents (court-initiated) 

1 TcHal court wards (court-initiated) 

, 1 T<*d pxiva^y funded 

Specud Edmmtwn Fesidentisl Pleserrwnts 

7 Total in nonpublic school 

7 Total in publk: school 

6 Current census 

0 Admissions 

0 Discharges 

Other Re»fenti(^ Trmtftmi Plmxrmmts 

24 Shomair (Menftal Health Team) ouiched foster homes 

3 Santa Rosa Treatment Home (4 lieds) 

5 Interface Crisis Residential (6 beds) 
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Assembly Bill 377 Legislative Background 

1 . Public Law 94-142, 1975 (Menl Law). S[^da] Education. Assures 
that an haralicapped children have a free and available public 
education and en^^n^zes special education ami related services, 
including mental health. 

2. AssemblyBiliaill, 1976. Juvenile Jxwtice. Probation officerauthor- 
ized to provide services to a child, including shelter care, crisis 
resolution hon^, and oounsding or education outers, in lieu of 
{^Ucen^t in secure custody solely because the child is described by 
Section 601, beyond parental contnd. 

3. Assembly BUI 1339, 1978. Mental Health. Requires each county 
mental health to allocate 50% of new fuiKls to children's pn^rams 
until amount depended is at least 25% of grD» budget. 

4. Assembly Bill 3(^1979. Mental Health. Provides for a continuum 
of day care ami re^ential treabnent progran^ for diildren that 

VJ7 
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(MlsReffMlbyAssaf^ 881377 
TI^ State Depaitmott frf Mo^ 

project Im xhkiwd subrtantfal compliance wit h all <rf the fidtowing yals. 

Adiitoed? 



ffro^ed Coab to fie Mri 



Frojai Outcome 



Z A 20% fedwihm in oiit<rf-ODunty 
couit-ontered jdaoesienlsof 
juveidle ^tslfee wards and sodal 



Down 25% 



OflSmdeiB down 56% 
Episodes down 52% 
d^]rsdown^)% 



A statHAiddly sSgnlfica^ 
in rate (rf recidf vtem by juvmite 
offiendcfs paiticipating in tlu; 
denuH(^tnitkin pmjecfc- 
A 25% radiKtkMi in nieof^te Down S^% 
Impitalizattons of ntdmNTS jfiom tte 
baseline fiscal ^ar 1^^-81 level. 
A 10% reduction in ouMrfkxninty Down 33% 
nmpubUc sdmri residential 
p]te»m9its of special educathm 



Exx^eeded 

Exceeded 

Exceeded 
Exceeded 



Allow at least 50% (rfdiikirai at 
rtefc of imminiait placemvit served 
by tte intensive in-lu>nrM$ cfisis 
treatment pnmirai to remain at 
hcmie at kttist 6 months* 
Statistically rignificant 
improveRttsntm sdKK^ anendai^e 
aiHi academic pei foiinance of 
maitally diso^oned spedsA 
ed ucatton pxpih treated in the 
demonstiratton pojecfs day 
treatment i^vgram 



9l%have5tayedathome Exceeded 
nu>re than 6 numths 



Significant gains in Exceeded 
attendaiKe and acadmic 
performance 



wcnikl serve as aji alternative to itKm costly and restrictive to^tal 
pUioemeitt* 

Assembly BUI ISn^ 199Sk Special Educatlmu Ddines ^te re^n- 
^ibility for special education. For exam|^, defines procsedures for 
asMssnient of handfeaj^sed stuctenli^ calb 1^ 
lestrktive s^ting^ defines psychotiian]^ as a ^rdated service,'' and 
calls for writtra interagency agreenwnto. 

Public Uw 96-3^ 1980 (Federal law). Mental Health. Found that 
unserved and undersCTved populations remain, sikH aschildren and 
youth, who raed mmtal health servtoes. Priori tk» for SED (seriously 
onotfonally disturbed) chiklnen indude identifkation and assess- 
ment, avafli^lity of approprtote pnsonnd, prov^cm tif n»ital 
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RMalto---Cort Avoidance 



Skfrt-m^Limg'TermCcstAmddmice 
Total cost avak!aim in tim cal^nrfes Med bi subdiviiyton (a) of AssemUy Bill 
377 Piwlotteed 50% erf dCTMmstiatton project 

* 

rcroeRf 

Costs ^iwatef (SI4«2^) 



1 



Qnoup hoim costs paki by Aid to Families 
whh Dependent Childrm-Famlly Care 
(AFDCkD 

2. Children and addlescent slate hosf^tal 

3. r4cmpuUfe schcK^ re^eittial {dlacssanent 



5. 



CMi«' ribral- ai^ kmg-4cain savings in 
public funds resulting from the 
dcanonstralion |»t^ect: Assembly Wi 3632 
placement CD^ avoidance 
Total SlmitTcnit Cm! Avoidance 



Long-Term Costs Aomdei 
4 Juverile Justice reincarcerations 



$306,000 

$ 71^ 

$925^ 

$160,0^ 



2a8% 

8.7% 
4.9% 

633% 

10.9% 
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health services for hai^caji^ped students, ami cooperative arrai^ 
moit with other agraides serving ttiese children. 

7. PubUc taw 9^-272. (Federal Law). Sodal Services. Directs reason- 
able efkim to be made to prevrait "foster care drift* by elintinating 
the need for the child to return to his home or enter a permanent 
placement. Provides for case plans and timely rev^. Designed to 
limit temponuy foster care to 18 nwntl^ 

8. Assembly BUI Z315^ 1^. Mental Heal&. Sought to develop a 
plannii^ model for a omtimium of mental healdt care 'remotton- 
any distiffbed cMldmi d»t would ^ H omo le apjnofniate treatn^t 
in the least re;«rictive and cc^tiy environnnent. Intokted to pfevent 
unnecessary state hospital and residential placranent. 

9. Senate BUI 14, 1^ Social Sevices. California's interpretation of 
PubUc Law 96-272. The court shall make a extermination based on 
the provision of reasonable services to the child and parMits/guard- 
ians that thediOd should berehimed or pennanently removed from 
the home, indudes criteria for termination of parents' ri^ts. 
Designed to limit i^canait to 12 montl». 

m Assembly Bin 2381, 1984. Mental Health. Legislative intent was to 
ensure the most cost eifident, flexn^,and effiectivesystemof mental 
h^fli progRuns possibte, fo^ innovatton and experimentatiim, 
and pfovidealtematives to imtituttonal settii^ Empha^zed direct 
£antily work. 

Ilia 



11. Asseoibly BOl 363^ 1984. Special Edvcatioii. Intent was to maxi- 
mi2e and coOTdinate state and local agendes serving handicapped 
d\ikirenu Ma>^ health is re^xmsible for provi^on of r^ated mental 
health services and lead case mana^mott and participates on lEP 
Teams when resddfsitial fdaoemait is omsidered. Diverts dtildren 
from re^imtial to ncmresidcsUial SHvioes. 

12. Assembly BUI 3920^ 1^4. Mental Health. EstaUi^ a 2-year 
dononstration pfoject in Voitura County to design and iR^rfoiient 
a c(mi}H^riiQi^ve, cooidinated ciuklnen's mmtal health 
sys^m tniibiing cm exfe^ing int^agmcy smnloes. Gave picNity to 
SCTvioesdesigiied to keepcMld In usual faniily re^d^nce. Itequiied 
evaluation 1^ dffectivoiess ctf treatm^t and cost bowlit on an 
ongoii^hasia. 

13. Assembly Bill 2541, 19S5w Mental Health. Omnibus legislatton for 
all age groups. Mentally disordCTed children are a priwity group 
and families must be integrated in tieatmott plans when a ppr t yr i- 
ate. County montal healtili has respore^MUty to assess court wards 
and depemtonts and detramim the tevel of involmnent to assure 
»xesB to a|^>n>]:niate tmibnent Requires a county plan for a 
coordinated system of services for 5ED chiklrai. 

14. Assembly Bill 2704, 1986. Mental Health. Identifies importance of 
mental health case management for chiWrOT and encourages dcvel- 
opmentof titese services for dtildren separated from their families. 
Children's case management is denned differoitily from adult case 
management 

15. Assembly Bill 377, 1^. Mental HealttL Added measur^e client 
and cost outcome goals to the Ventura County demonstration 
project. When substantial arni^^ms was achieved during tl« third 
ysir of the prefect, AssemUy BUI 377 extoided ihe Voitur? Model 
to other count^ with availabilil^ of funding. 

16. Assembly BiU 3777, 19SS. Meittai Health. Extended the Ventura 
Model to adults and saii(»s. Provkted for 4-year d^ncmstratfon 
project to evaluate the Ventuia 'Model and integrated s^rice 
agnides with availability of fund'.ng. 

Assembly BUI 377 ImpUcafions 

• Provides needed treatment to t)w mc^ seriously motionally disturbed 
diikiren for whom the public sectOT has legal resporaiibiUty arNi fiscal 
liability. 

• New funds leverage refrain of existii^ mental hralth system. 

• Initiates outcome evahiatfon of benefits and fwblic expenditures which 
<^ povictes new fialti bowl accountabili^. 
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• Creatspaitim^ipsaimii^huiiiansen^ 
tevd« Clarifies state am! local respon^^ 

• liisAifies mental l^tfi assessment; treatn^mt^and case manaj^menl as 
es^aitial human servkes in an environn^t oi limited {mblic fimdii^ 
resources. 

« ^ikispartnershif^ widi the if^vate sector and taigets a vailaUe private 
sectm* resources to ]niUk: agency childrm. 



2: L 



SERIOUSLYE»iK>T10NAUYDISTimBEDCHnJ7REN-4VBU^ 

SECTOR COSTS 
FINANCIAL SURVEY 

(AH fhHSstiras rrfpr to a counter n^^msd, distrki, or (Aktr loosd jurisdkiwn) 
1. What is tl^toc^ mental heakhtoig^? 



1 What piHtentage is spem on prcyams kn drfldiCT and youth? 
3, How much is s»em m dUkiioi m ^ 

Total annual o(M? 

Number of cUaits? „ 

Cksslpercby? 

Cost per «ko(te? 



How much Medi-Cal/Ntedkare b spent on ps^hiatiic hospitalization for 

children and youth? „ 

Number of dkaits? 

Cost pea* day? 



Cost per q>isode? 
Total annual crcl? 



5. How many SED stixients are in nonpublic schools per Public Law 
94^142? 



What is the total annual cost? 

Avoagecwt per month? 

Avera^ ksngth of ^y? 

Avera]^ cost pa- epiwde? 



6. How mai^ Publk Law 94-142 Fair tarings related to republic school 

pktcement of SED sttuiente have been heW during the la^ year? ^ 

What are tte administrative co^? 

What are tte ^gai co^? 

7* How many privsrte psyctob^cal evaluattons has ediKration pakl for to 

comply with Public Law 94-142? 

Wlmt is the total educational ci»t? 

What is the co^ for p^dhioth&apy of SED stiKlents? 



& How many Protective Services clients are friaced in gmup honfies or 

residoitial treatment? 

What is the total AFDC/PCciM? 



What is the avisra|pe let^ of stay? 

Average a»t pa* month? ^ 

Avera^ cost per qiisode? 



What is the sodal service case management ca5^>ad in out-of-home 
treatment of SED dtents? 



How many staff are assigned? 
What are tt» staff coste? 



10* What is the total edtKation co^ pid by edt^t^n for Protective Servkes 
clients placed in AFDC-^ coiut-order^ residential treatment with a 

nonpublic sdmd program? 

Hownuinydteitsr 

Avera^ lotgth (rfuMy? 



A vei^ cost per ef^sode? 



1L How many JuvraOe justke dtents ane placed directly in state lK>spita]s as 
''not guilty byreason of insanity^ or ^InoompetoU to contribute to thdr 

owndefcns^ _„ 

What is the total cf^? 

Average toigth of ^y? 



^ Average cort per episode? 
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IZ WhatislJieJuv«iiteJustke(nobat^ 

m^ti^ally eUtwd cre d offenders In cHit<if-4Kme treatoi«il? . 

Itowmai^ staff vea^pml? 

What are tiie staff costs? 

13. How many Juvenile JitrtkieclieiitsaieideiiU 

and plarad by tte court In re^len tial treatn^? 

What is total AFDC--FC cost? 

Whalistheavmgeksigtihfrf^/? 

What is the avenge co^ per nmnth? . 

WluitistlwavEfagecxs^po^episocte? 

14- How many YwithAultaity (state dct»ttionccntm)cBrate are mra 

discHdcmd? . ^ 

What is the Ycnith Authority ocM of tiYotment for these d^ts^ . 

How many Yomh Aultority cliente are transferrod to the state 

hospitat? ^—^^ 

What are these cf»^? 

15. How many mortally disordoied crfteuleis are in Juvenile Hall aini local 

detention tadUties? ^ . . 

What services are provided? 

What are the cwts of thfe moital heaJth tiiKitment? 

What is the recidivism rate (netumed to court within 1 yrar) for 
untreated mentally disordered offondm in local detrition 

fiicilities? 

What court ami probation costs are attributed to these offenders? 
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CHILDREN'S MENTAL HEALTH ^VICES DEMONSTRATION 
WtOJECT LEGISLATION BILL 3920 

Chapter 1474 

An Kl to add and rroeal duipta* 7 (comn^idi^ with Section 5575) of P^it 1 
of Diviston 3 erf tte Welfare and In^^ 
nmking an ai^iropriate ther^m, 

(Approved by Govemn^t Sq^ember 25, 1984, Rlcd with Secretary of State 
SeplembOT26^1984.) 

LEGISLATrVE COUNT'S DIGEST 

AB 3920. Wright juveniles: mental health. 

Existing law does not imnride for a compeheroive system for tte ddivery of 
mental miahh sovioes to children and youth, including femilto or fosto* 
families. 

Tte bin would require the Sate Departn^ of Mental Hbalth to oontriKt with 
the County of Vraturai for the fwpose of e^lishing a ti^^ear 
draumstratton poyect for de¥^ing ami impten»nting a model rhildrai's 
cnnprdienMve n^tal health sendee syston, as spedfkd. The bill would 
appropriate SS^XXX) to the d^iaitment for purpose of Ais project. These 
provisiims would be r^^led on June 10, lw7. 

Appropria^m: yes. 

The peopte of the State of CaUfomia do enact as follows: 

SECTION 1. Chapter 7 (commencing with Sectkm 5575) is added to Pirt 1 of 
Diviskm 5 erf the Wdfore and Institmbns Cbd^ to Tcad: 

CHAPTER 7. MENTAL HEALTH SERVICES FOR CHILDREN 

5575. The Ugislature finds that ihm is iu> comprel^sive system for the 
deU^^ of n»ital health servtees to children and ytmth, iiKlmiing familkis or 
fosto* famittes. It further finds that services to children and youth aie pn^ed 
by varkms departn^nts and agenctes at both tl» state and county levi^ 
without appropriate collaboration. The Legislature finds thai mental health 
scTvlcks to chiKlren in the County of Ventura arecomparstii^y mm 
comprehot^ve, invirfve more interagency collaboration, and provided 
potonial model program. Tterefone^ it the intott of the Leg|fi^ure to 
establish a two-year cfemcmstratfon project In Vcsitura County to accomj^h 
tl^foltowinggoak 

(a) Design ami imptement a co m fre ten sive comiinated children's meiital 

hcafth sovtoe s3f8tCT as described in the 1^ State Department of Mental 
Health planning nu>dd. 

(b) ftdld on ejd^ng sovke caf^ilities ivithin the vartous agencies curraitly 
saving children's needs. 

(c) Provide for a joint evalu^n or inta^gency consuHatton by all publkly 
fiimled agemrtes far mhK>r5 expolencing enuHional disturbances. 

(d) Identify statutojy and regulatoty changes that would facilitate interagency 
cooperation^ 

^ Devi^p ajf^^roprlate interagency protooDls «^ agreramsits. 

ERIC ^'^^ 
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(f) Etevetop aj^pn^^riate scnfices for difficult to place chiUrm. 

(g) Provfele seivtes in a manimr tfiat gives prferity to permitting Oic miiwr to 
reside in his or her imiat family 

(h) W)«e a f[Ani evahtatlcm Indkates that out-of-tome care aid treatment is 
raqidred, ensure that these scTirices are {mn^ 

consistent with efioctlve service^ and in as close proximity 

mincM^s usual res^es^. 

(i) Ccmiuct research into childrm's mentd health services systan in order that 
t}» wyBism may be evaluated fc«r eflSedJveness of treatmeit and cost bendit an 
an cmgcring baste* 

Provide fm othw counties or regions a replkrable modd fora 
comprdi^n^ve, coordirated children's mratal health service system* 

5576. The State D^mtment of Mental HMth shall establish a two-year 
demonstration project in Vc^uia Cotmty for identifying and evaluating the 
county's inten^racy medianism wl»i^ local agencies serving enK^tionally 
disturbed minors with public funds are effectiveiy collaborating with each 
other cm behalf irf time mim>rs. 

5577. (a) The ^tc De >artmcnt of Mental Health shall rontract with the County 
of Ventura, i^cording to the terms set forth in Section 57152 for tlw purpose of 
establishing a two-year demonstratitm prefect for developing and 
implementing a nwidd chikSrwi's comprrfMBtshne mtfntal health service system. 
The program, » developed, shall meet tte goals stated in Section 5575. The 
pmject rfiall incliKle the various deimnts described in the pn^x>sed planning 
nuxiel for continuum of care for emj^onally disturbed children and youth, 
publisted by the State Dcparbr»it of Mental Health in October 1983. 

(b) The system devdoped jnirsuant to subdivision (a) shall iiKtude joint 
evaluation of the chiM ami shall give priority to all of the following: 

(1) Enabling the miiwr to remain at home whenever possible. 

(2) ProvWing placranent in the least restrictive and least costly setting 
consistent with the minor^s needs, 

(3) Enablbig tte minor to recdve out-of-home services in as close proximity 
as possible to the minors usual re^ence. 

(c) The contract pursiuitf to subdivisfon (a) shall include research into the 
county's mental health services sy^em for chiklren and youth in order that the 
system may be evaliiatedfOTeflwtivene^ of treatment and co^bei^tonan 
imgoing basis, and bientifteatiim of a model for a compretensive coordinated 
childrai's mental health service system that can be replicated in other counties, 

(d) T)» Director of Mental Health shall establish an mivisory group comprised 
(rf, but not UmUed ti^ the foltowing represent^ives ht>m the apmi^yriate state 
departments, dilklrrai services coordimritors dcs^Mted by the Confen^ure of 
Local Mental Ikahh Directors, the Ctti^ns Advisory Council ami tte local 
moital health luivisory boards. The fiuK^ 

advise and assiM Venture County in the devi^pmrat of replkable model 
programs and other dtittes as determined by the Directw of Meirtal Health . 

(e) Tl^ demonstration mopct shall begin on Ajpt ill, 1 98S, and shall continue 
through June 30, If^. Durii^ this pertod the County of Ventura shall flte 
pn^ress repoitseach six n^mUis, harming cm December 1, 198S. The June 1, 
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1986 r^KHtshaUabo contain infonncd^ statutmy and rq^ulitoiy changes 

needM for inleiagGmy coSabnri^^ 

agreenmits timt haw been da^el(^)ed. 

COT^>Iet8d cm or teftm Jime 30, 19^. This 

Slate Depaitn^ <rf MenlaJ ItoHh aid to the C}^^ 

CcHnrnttteecm Heatthr theSraaieOaiunitteeon Health and Hiunm Services, 

tlw Assembly Ways ami Means Cdrnmitteei, and the Senate Finance Com mittee. 

55718. The sum of two miUicm ds^ hiuKiied nin^iy^four thoiaand three 
hundred twenty*five dcrilars fe the estimated ccM ctf the 

denmiBtratton project whidi shall be administcrod by the Skate OepartmCTt of 
Mental Health in aocmdamae with the fUlowing sdiedule: 

(1) Two hundred itousand dollars ($200,000) as appropriated from the 
Geiwral Fumi to tlwdqsartment fc^ the 1^4-85 fiscal year. 

(2) T)^ U^slature intotds that oi^ milticm five hundred foity-three thousand 
six hundred forty doUars ($1^^) shall be af^n^riated in the 1985^ 
Budget Act for tl^ next four quartos of the demonstration project. 

(3) The Legislature intemls that the rrouiining one million one humlred fifty 
thousand dx hundred dghty-five doUm ($1,150^} be apprc^^riated from the 
1986-87 Budget Act for ttie last three quarters of the demon^tion pojcct and 
wind down costs will be bassd on a review and evaluation of the 
demonstration project. 

5579. This chapter shall remain in effect only until June 30, 1987 and as of that 
date is nepealed, imiess a la^ enacted statute, which is chaptered bc^re June 
30, 19S7, deletes or extends that date. 
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